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YEARS OF 
STRENGTH 


WHAT'S CHANGED? 


NURSE of 1912 entered the 

home in long full skirts and a large 
hat. She often gave nursing care with 
her hat on—an amusing picture as she 
looks back on herself. Her bag was 
heavier, its equipment less. efficiently 


simplified. Perhaps she rode to work on 
a bicycle. Her meagre records were 
made at night on scraps of paper. The 


streamlines in today’s dress and trans- 
portation, the meticulously efficient bag 
and systematic record-keeping—these 
are, you may say, hardly basic changes. 
True. Let’s go further. 

Miss Gardner pictures public health 
nursing in 1912 as being an established 
service having won community support 
on its recognized value. We smile at 
some of the services she describes as the 
responsibility of the public health nurse 
of that day, yet the very fact that we no 
longer consider it appropriate for the 
public health nurse to hold such posi- 
tions as “probation officer, tenement 
house and sanitary inspector, county 
bailiff’* and others reflects our changing 
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concept of the place of the public health 
nurse. Today these functions quite 
properly belong to social agencies with 
which the public health nurse codperates 
to bring better individual and 
munity health. 

However, Miss Gardner lists other 
services as well that were rendered by 
the public health nurse in 1912 which we 
readily recognize as the seeds of the 
present-day program, and as we read the 
articles from The Visiting Nurse Quar- 
terly reprinted in recent issues of Pus- 
Lic HEALTH NURSING, we realize that 
the changes have been largely those of 
emphasis, with a constantly growing 
field of service, not reaching out into 
other fields as much as developing the 
scope of services which the public health 


com- 


nurse is best qualified to render. Thus 
we find our tuberculosis, industrial, 


maternity, and school programs of today 
are the outgrowth of services established 


*Gardner, Mary S. 
3rd edition revised. 
New York, 1936. 


Public Health Nursing. 
The Macmillan Company, 
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in the early part of the century. Not so 
the preschool program, for alas it was 
not until the nineteen-twenties that we 
discovered children continued to exist 
from infancy to school age and that 
many problems found in the latter age- 
group developed since we last saw the 
child as an infant. 

What group in the community was 
served by the nurse of 25 years ago? 
Here lies perhaps one of the most im- 
portant changes in public health nursing 
concepts. The literature of that day is 
replete with references to the service as 
for the benefit of the sick poor. Today 
this scope of the service has broadened 
to include all economic classes in the 
community. In 1912, pay service for 
nursing care was a rarity; contract ser- 
vice with insurance companies was ex- 
ceedingly new; private agencies were 
carrying the major load; tuberculosis, 
infant health work, and other public 
health nursing services not having been 
recognized as yet as a legitimate tax 
expense. 

In the present trend to official sup- 
port, the contribution of these pioneer 
private agencies cannot be overesti- 
mated. The strength of public health 
nursing lies in lay participation which 
under private agencies has been charac- 
teristic of the movement since its incep- 
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tion. Now laymen, the majority of 
whom became interested in public health 
nursing through serving on the board of 
some private agency, are organizing citi- 
zens’ committees to assist in the develop- 
ment of public health nursing under of- 
ficial agencies. They bring to it the 
benefit of experiences gained in actual 
service. 

Another marked change is that where- 
as in 1912 many nurses worked alone or 
in small groups in highly specialized 
services today the trend is toward a gen- 
eralized service in which one nurse 
serves the entire family or where this 
has not become possible every effort is 
made to bring about greater codrdina- 
tion between agencies to prevent gaps 
and overlapping—an idea almost un- 
heard of twenty-five years ago! 

But although the idea is new the 
principle upon which it is based is as old 
as organized public health nursing; 
namely public health nursing is a com- 
munity service and as such must con- 
stantly adapt to changing community 
needs. In the last analysis then public 
health nursing in the last quarter-cen- 
tury has become more mature, more 
stable. Its practices are based on longer 
and wider experiences but it exists now 
as in 1912 for one purpose only— 
service. E.M. 


BLUE AND SILVER EVERYWHERE! 


LUE vases of white snapdragons and 

delphiniums tied with blue ribbon, 
silver candelabra, blue and silver pro- 
grams, and a banquet hall lined with 
silver mirrors—what more fitting setting 
for Ohio’s celebration of N.O.P.H.N.’s 
twenty-fifth anniversary? 

More than 300 public health nurses 
and their friends feasted royally in the 
Hall of Mirrors in the Netherland Plaza 
Hotel in Cincinnati on April 22nd 


and as if it were not enough to enjoy 
such beautiful surroundings, just before 
dessert was served, the lights dimmed 
and into the dining room, borne aloft 
by the waiters, marched five great 
glittering letters—lighted in  ice— 


N. O. P. H. N.—and 25 huge cakes with 
sparklers spraying just like Fourth of 
July! Music followed. 

Then the President of the O.S.N.A.., 
Mrs. Elizabeth P. August, introduced 
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Jane L. Tuttle, Director of the In- 
structive District Nursing Association 
of Columbus, who told of that first 
birthday of the N.O.P.H.N. in June 
1912. She also read excerpts from the 
early minutes of the Columbus District 
Nurses’ Association which brought gales 
of laughter from the audience. Miss 
Dorothy Deming, General Director of 
the N.O.P.H.N., then tried to sober the 
audience with an account of progress 


The Spirit of the Birch 


By Arthur Ketchum 


- the dancer of the wood. 

I shimmer in the solitude. 

Men call me Birch Tree, yet I know 

In other days it was not so. 

1 am a Dryad slim and white 

Who danced too long one summer night, 

And the Dawn found and prisoned me! 

Captive I moaned my liberty 

But let the wood wind flutes begin 

Their elfin music, faint and thin, 

T sway, I bend, retreat, advance, 

And evermore—I dance! I dance! 
Arbor Day in Poetry 
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since 1912—but the general spirit of the 
audience was such a happy one that 
“progress” seemed taken for granted! 
The N.O.P.H.N. owes much to Ohio— 
its seal, the magazine, and many of its 
warmest friends. It was hard to bring 
the occasion to a close and not to have 
a little time to hear from some of the 
other “charter members” who were 
there. Everyone who could promised to 
be present in 1962! D.D. 
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Our First Birthday Greeting 


Those of you who were there will recall Miss Wald giving her presi- 
dential address. Dressed all in white, she makes me think as I look 
back, of the Angel Michael, as she stood there and shared with us her 
compassion, that great compassion, for suffering mankind. And 
also shared with us her supreme faith in the power of public health 
nursing to ease that suffering. I recall the rapt silence with which we all 
listened, and the sense of exaltation which we all had when the meeting 
was over. And I think many a young nurse there shared with me that 
first great sense of dedication to a cause that is greater than ourselves. 
Such is the power of the word when fed by the passion of an inner 
flame—which is 


she 


LILLIAN D. WALD 
First President of the N.O.P.HLN. 


This excerpt from “The Past Challenges the 
Future” by Elizabeth G. Fox, PUBLIC HEALTH 
NURSING, May 1937, serves as an admirable in- 
troduction to Miss Wald’s address given at the 
General Opening Meeting of the first convention 
of the National Organization for Public Health 
Nursing, Atlantic City, N. J., Jume 25, 1913, which 
is presented here in honor of the N.O.P.H.N.’S 
Silver Jubilee. 


Courtesy Visiting Nurs 
Nervice of — the Hen 
Street) Settlement 


URSES, and you men and women 
who hold fellowship with nurses 
throughout the land: I greet you 

on this distinguished occasion! 

For two decades there have reap- 
peared here and there evidences of the 
deep springs of inspiration among 
women, particularly American women, 
who have felt the pressure of _ life 
and the need of consecration to spread 
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the gospel of service to the sick, and 
upon the root of that gospel there has 
branched forth a wonderful growth. 
This is the realization that the call to 
the nurse is not only for the care of the 
sick, but to seek out the deep-lying basi 
causes of illness and misery, to protect 
and to prevent that there may be in the 
future less sickness to nurse and to cure. 

This is a wonderful epoch in the his- 
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tory of the world—a thrilling time for 
those who have the privilege and the 
opportunity to participate in its growth; 
a transitional period it will appear to 
future historians. Events move so rap- 
idly that the chapters of social realiza- 
tion and efforts to reform follow closely 
upon each other. We have our historians 
in our own profession, but they are so 
bewildered with the rapidly shifting 
scenes in contemporary history that 
they are hardly able to seize one devel- 
opment before another is in the way. 

In this meeting today, for the first 
time, three nationally important organi- 
zations of nursing in the United States 
come together to place on record their 
share in the movement for public health 
and for the promotion of right living, 
beginning even before the life itself is 
brought forth through infancy into 
school life—on through adolescence, 
with its appeal to repair the omissions 
of the past, and finally, to help potential 
parents to do better for themselves and 
the oncoming generations than has ever 
been done before. Nurses are here to 
testify to the realization that they must, 
to no small degree, carry the obligation 
to prevent the premature employment 
of children, that they may conserve their 
physical strength; to identify themselves 
with the movements for the protection 
of the men and women who work, that 
dangers may be removed from them, and 
that they may not risk health or life 
itself while earning their daily bread. 
Nurses are assembled here to report their 
share in the supervision of children at 
school, to the end that the purposes of 
mental development may be achieved 
without disregarding the health and 
physical development of the children. 
Public health nursing has a new ring to 
it, and inspiration to all who compre- 
hend the large implications of the term. 
When, in the history of nurses, have 
their tender ministrations ever before 
been so emphatically allied with great 
torward-moving, high-hearted efforts for 
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the whole generation that is and the gen- 
erations that are to come? Many there 
are, it may be, engaged in the routine of 
public health work, who have not crys- 
tallized for themselves the import of 
their task. They are sturdy soldiers, 
who do not ask the reason for the com- 
mand. 

But there are also prophets among 
the nurses and among the students of 
social movements who see the veil lifted, 
and who know that the great army of 
nurses are educating the people, trans- 
lating into simple terms the message of 
the expert and the scientist. The visit- 
ing nurses throughout the country have 
been reinspired to dignify and to lay 
true values upon their service, coveting 
for themselves the privilege of relieving 
pain, and linking with that century- 
cherished prerogative of women the new 
note of education and civic duty. 

This conference will record the signifi- 
cant fact that the nurse no longer feels 
herself qualified to care for people un- 
less she has been trained to recognize 
and report upon symptoms other than 
those of her patient. Instruction in 
measures for protection and relief in 
housing, on labor legislation, on school 
laws, is a necessary part of her equip- 
ment, and above and beyond all is the 
personal and spiritual attitude, and the 
realization that she is not only serving 
the individual, but promoting the in- 
terest of collective society. In the ver- 
nacular of our day, there are campaigns 
of education, campaigns for the reduc- 
tion of infant mortality, campaigns 
against tuberculosis; campaigns for the 
prevention of blindness; boards of sani- 
tary control; sex hygiene movements; 
mental hygiene associations; researches 
into the abuses of the midwifery prac- 
tice, into the question of school feeding 
and into the segregation of the mentally 
defective. There is recognition of the 
facts of physical deterrence that bring 
the children before the court; there are 
tabulators of those who suffer from in- 


| 
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fectious diseases; follow-up workers, 
who are entrusted with the mission of 
completing the treatment that patients 
receive in hospitals; home and _ school 
visitors, charged to bring into relation- 
ship the home and the school, that each 
may help the other and better understand 
each other. It is a long array, and I 
have by no means completed the list of 
fields in which we find the trained nurse 
of today. Society needs her, and needs 
her inspired; needs her well trained, with 
such training as was not conceived of 
before, excepting perhaps in the master 
mind of Florence Nightingale. 


Nurses are not working against handi- 
caps. They have the tremendous force 
of public sentiment with them, appre- 
ciation of the work that they do when it 
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is well done, and, what is of inestimable 
importance, they have the fine codpera- 
tion that nurses give each other. This 
first conference of a national organiza- 
tion of nurses engaged in public health 
work is a twentieth century aspect of an 
old profession, and its president brings 
to its members and to those of the other 
national nursing organizations a message 
charged with deep emotion, and a mes- 
sage of gratitude to the older organiza- 
tions that have included it in their circle. 
May that circle be everlasting, standing 
as a symbol of a universal sisterhood, 
dedicated to the service of their country 
through its people, young and old, rich 
and poor, in institutions and in their 
homes, a circle unbroken until preventa- 
ble disease and poverty be eliminated 
and the perfect civilization realized. 


SILHOUETTE POSTER CONTEST AWARDS 


The N.O.P.H.N. poster contest closed May Ist, with 31 entries. Evidently 
we asked for a difficult assignment, because while all the entries showed originality 
and thought, not one proved suitable for a poster in the opinion of our judges, 
Philip P. Jacobs, Ph.D., Director of Publications and Extension, National Tuber- 
culosis Association, Isabel L. Towner, Librarian, National Health Library, Nell V. 
Beeby, Assistant Editor, American Journal of Nursing, and Eleanor W. Mumford, 
Assistant Director, National Organization for Public Health Nursing. Several 
entries, however, were excellent as silhouettes for the magazine and for use in 
N.O.P.H.N. pamphlet material. The judges therefore were asked to award the 
same prizes on this basis and the awards go to: 


Ren Lay, Visiting Nurse Association, Denver, Colo. First prize. 
Helen M. Irwin, formerly Visiting Nurse Association, Syracuse, N. Y. 


Catherine Sautter, Newark, N. J. 


Second prize. 
Third prize. 


with honorable mention to Helen Hatch, Savannah, Georgia. 


The other silhouettes will be returned to their owner if return postage was sent. 
The N.O.P.H.N. and the magazine staff wish to thank all who shared in this contest. 


Turn to page 383 for Miss Lay’s prize winning entry. 


Impediments to Maternal Health 


By THOMAS PARRAN, JR., M.D. 
Surgeon General, United States Public Health Service, Washington, D. C. 


We have long known that our maternal death rate is a dis- 
grace. Dr. Parran in this challenging paper presents four 
obstacles to saving the lives of mothers———and babies 


the Mother’s Day Program of the 

Maternity Center Association and 
pay a tribute to the public-spirited men 
and women who make its work possible. 
Not only in this city but throughout the 
country, your work is pointing the way 
to higher standards of maternity care. 

That each year one woman in every 
four thousand of all the women in this 
country dies from causes incident to 
childbirth, seems not to be unduly 
alarming. But that one mother in ap- 
proximately every one hundred and fifty 
women giving birth to a live baby sacri- 
fices her life for the maintenance of the 
race, or that one in every eighteen of all 
deaths among women between the ages 
of fifteen and forty-five years, is a ma- 
ternal death are facts that cannot be 
taken easily. 

The record of the United States on 
maternal mortality is not an enviable 
one. One can rightfully ask the ques- 
tion as to why this should be in a coun- 
try where there exists a high standard 
of medical education, where there is a 
reasonable opportunity for hospital care, 
and where the living standards are high- 
er than in most countries. Or in other 
words, when improvement in mortality 
rates from other causes has been evi- 
denced, why has there been no appreci- 
able decline in life-loss due te child bear- 
ing? The answer, if found, probably is 
intertwined with the very roots of our 
social structure and strikes more deeply 


[' IS ALWAYS a delight to share in 
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than mere figures of mortality statistics 
indicate. 

It is frequently asserted that two- 
thirds of maternal deaths are due to 
causes which are preventable. The as- 
sertion undoubtedly is real and is an in- 
dictment against profession and laity 
alike. But prevention by what means? 
Statistics inform us that one-third of all 
puerperal deaths are due to septicemia, 
approximately another third are at- 
tributable to albuminuria of pregnancy 
or eclampsia—toxic conditions—while 
all other causes contribute to the remain- 
ing third. Those figures relate the re- 
corded cause of death, but do not indi- 
cate some fundamental factors respon- 
sible for maternal deaths. 


1. The first of these underlying fac- 
tors concerns the economic and social 
status of the patient. It is well known 
that the largest families are found 
among the “lowest” social and economic 
groups. It is significant that in a recent 
study, it was found that not only was 
the birth rate highest among those in 
the lowest income brackets or on relief, 
but that among those families in which 
the social and economic status had pro- 
gressively dropped between 1929-32, the 
birth rate rose in almost direct ratio. 
The inherent social implications in these 
facts are many, but suffice it to say that, 


Address given at the Seventh Annual 
Mother’s Day Luncheon of the Maternity 
Center Association, New York, N. Y., May 6, 
1937. 
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where the environmental, nutritional 
and medical needs are greatest, they are 
economically least obtainable. 

The same one-third of our people, 
who, in the words of President Roose- 
velt, are “poorly housed, poorly clothed, 
poorly fed” also get poor obstetrical care. 
Untrained, unsupervised midwives, de- 
liver several hundred thousand babies 
each year, and for at least 40,000 births, 
there is no attendant. For the unem- 
ployed, for those living on a subsistence 
level, for the poor farm families, I see 
no way of providing good obstetrical 
care except as a community responsibil- 
ity. But you ask: “Can we afford it?” 
We can’t afford the price of continued 
neglect. 

The maternal risk in relation to age 
of the mother increases beyond twenty- 
five years, reaching a maximum at forty 
years or over. The life hazard for the 
mother is greatest at the birth of the 
first child. In 1927, the first born con- 
stituted 27 percent of all births; in 1931, 
31.9 percent. In that same period there 
was an increase of 11 percent in the 
number of mothers at age twenty-five 
giving birth to the first child, and a like 
increase among those of forty years. It 
is not unreasonable to assume that late 
marriages and one-child families, related 
as they are to economic and social prob- 
lems, undoubtedly contribute to the 
maintenance of a high maternal death 
rate. 


2. A second factor underlying the 
maternal mortality rate is the ignorance 
or indifference of the patient. In the 
cities of New York and Philadelphia, it 
was found that approximately one-third 
of all maternal deaths were attributable 
to ignorance or lack of codperation on 
the part of the patient. A recent report 
made by the Children’s Bureau shows 
that 51 percent of the women dying from 
puerperal causes had had no prenatal 
supervision and 10 percent had not seen 
a physician or the doctor was called for 
the first time when the patient was dy- 
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ing. Only 12 percent had prenatal super- 
vision which might be considered ade- 
quate. One cannot be complacent in the 
face of such facts. The opportunity for 
parents to know the essential needs of 
maternal care and the development of 
facilities to make available the necessary 
services are challenges confronting the 
public health authorities, physicians and 
laity alike. 

Improvement in medical and nursing 
services for prenatal obstetrical 
care is essential and the value of ade- 
quate service unquestioned. 


3. A third factor is the interrupted 
pregnancies through intentional abor- 
tion. Too infrequently is this large 
cause of death given consideration. The 
White House Conference on Child 
Health and Protection* reported con- 
servatively “a minimum ratio of one 
abortion to two and a half continements 
in the cities and a ratio of one abortion 
to five confinements in the country dis- 
tricts.’ Other studies indicate that the 
abortion index between 1918 and 1932 
increased more rapidly than the birth in- 
dex. Of approximately three thousand 
pregnancies in New York City, 30 per- 
cent terminated in abortions, three- 
fourths being illegally induced abortions. 
The amazing fact is that approximately 
one-fourth of all maternal deaths fol- 
low interrupted pregnancies. Nearly 
three-fourths of the deaths associated 
with abortions were due to sepsis, and 
deaths due to septic abortions consti- 
tuted half of all the deaths from puer- 
peral septicemia, which is the greatest 
single cause of maternal mortality. 
These figures are appalling but they 
represent only the known cases, and 
constitute only a small fraction of the 
total number. Were we aware of the 
real facts, the magnitude of the prob- 


*1033 White House Conference on Child 
Health and Protection. Volume: Fetal, New 
born, and Maternal Morbidity and Mortality. 
Section I, Medical Service, p. 449. D. Apple 
ton-Century Company, Inc., New York, 1933. 
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lem would be more overwhelming. It is 
not one that is limited to the unmarried 
mother, although the death rate is high- 
er in this group, but extends into the 
core of our social structure—the family. 
A survey of 10,000 clinic patients in 
New York City showed that 15 percent 
of pregnancies were terminated by 
criminal abortions during the first five 
years of marriage. After ten years of 
married life, the rate rose to 40 percent. 


4. A fourth impediment to maternal 
health is syphilis. Yet it is the most 
easily correctible of all the factors I 
have discussed. While syphilis is not a 
direct cause of child-bearing deaths, it 
is the greatest single cause of stillbirths. 
An average of one baby in every sixty 
born in this country carries the germs 
of syphilis in its body, yet no woman 
need bear a syphilitic child. Specifically, 
every pregnancy should mean a Wasser- 
mann test. If treatment is started be- 
fore the fifth month, a healthy child is 
assured in nine out of ten cases. Without 
treatment, the proportion is reversed. A 
blood test before marriage will give fur- 
ther assurance of maternal health. Con- 
necticut has paved the way by a state 
law which requires a physician’s certi- 
ficate and a laboratory test showing 
freedom from syphilis before a marriage 
certificate is issued. 

There are many impediments to bet- 
ter maternal health in this country. In 
spite of superior care and every effort 
to make pregnancy safe, there always 
will be a residual of cases which ter- 
minate fatally. It is not a problem sole- 
ly of medical judgment and skill. It 
calls for a change in our economic sys- 
tem and our social concepts. 

I have discussed four great impedi- 
ments to maternal health: poverty, ig- 
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norance, unwillingness to bear children, 
and disease. 

Until we shall have lifted the load of 
poverty, the community can at least 
share its burden to the extent of giving 
the minimum essentials of care during 
pregnancy and at childbirth to those 
women unable to secure such care for 
themselves. 

Good care will prove in itself a potent 
force in combating ignorance. 

It is scientifically possible to keep the 
germs of syphilis out of the bodies of 
our babies, but unless science is given a 
chance to operate, it is useless. Guiding 
the expectant mother into channels of 
thought which will result in a consulta- 
tion with her physician on this specific 
consideration, is a problem which an 
association such as yours can materially 
aid in solving. In that solution lies the 
key to lower percentages in mortality 
figures, and in the number of cases of 
congenital syphilis. 

I scarcely know which is the greater 
tragedy—the unwanted child or the’ 
syphilitic child. Surely, from the stand- 
point of the community, the syphilitic 
child presents the more complex prob- 
lem. It is only the women themselves, 
and not their doctors, who can do some- 
thing about the unwanted child and the 
deaths from abortion, sepsis and death 
which results from preventing its ar- 
rival. But the community, through you, 
must assume a great part of the respon- 
sibility for the prevention of syphilitic 
children by careful, conscientious in- 
sinuation of better medical care. If ex- 
pectant parents can be taught to give 
science a chance on this often neglected 
ground, science can reasonably be ex- 
pected to carry out its full obligation to 
the community. 


The September issue of PUBLIC HEALTH NURSING will be a 
Child Health Number — Preschool and School Health will be 
featured. School nurses request special emphasis on their par- 
ticular field at this season rather than in June as last year. 
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The Role of the Public Health Nurse 
in Services for Crippled Children 


By NAOMI DEUTSCH, R.N. 
Director, Public Health Nursing, Children’s Bureau, 
U. S. Department of Labor, Washington, D. C. 


This review of the services being developed under the Social Se- 
curity Act shows the increasingly important role the well qualified 
public health nurse is playing today in programs for crippled children 


REVIEW of the programs for 
Aerie to crippled children as 

they are being administered by 
various state agencies indicates that they 
have been greatly improved and en- 
larged as a result of the allotment of 
Federal funds. Before the Social Secur- 
ity Act was passed, many states had 
active programs for the care of crippled 
children, but the services were not dis- 
tributed evenly throughout the United 
States. One area might have a com- 
prehensive and effective program, while 
quite near in an adjoining state few 
services for crippled children were avail- 
able. Provision for more adequate care 
has been extended, particularly to rural 
areas, with the result that the services 
are not only state-wide in scope, but are 
also available in greater variety than 
formerly. 

In spite of the fact that for years 
many agencies have been actively en- 
gaged in the care of crippled children, 
there are no statistics showing the exact 
number of children throughout the 
country who are crippled. Through sur- 
veys, the annual school census, and 
other methods of reporting to the 
responsible state agency, central regis- 
ters are being established that show the 
number of crippled children. These are 
used as a basis for allocating public 
funds and planning state programs. 
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Progress reports of state agencies for 
crippled children show a great increase 
in the number of diagnostic and treat- 
ment clinics in rural areas. The alloca- 
tion of funds for the payment of med- 
ical care has brought many crippled 
children under the guidance of qualified 
orthopedic surgeons. The extension of 
the service has also been directed in 
many areas to increasing the amount 
of approved hospital facilities. This has 
made it possible to decrease the long 
waiting lists of children whose parents 
are unable to pay for hospital care, 
special therapies, and appliances. 

Orthopedic surgery to be effective 
must be followed by adequate after- 
care. This requires parental codpera- 
tion. The increased use of approved 
convalescent and foster homes is a long 
step toward more effective utilization of 
the resources in the community and is 
helping to eliminate the waste caused by 
inadequate after-care. 

Progress has been made by the state 
agencies for crippled children in codr- 
dinating various programs. Definite 
arrangements are being made for codp- 
erating with state departments of educa- 
tion to insure school attendance and for 
providing visiting teachers if they are 
needed for the education, vocational 
guidance, and training of crippled chil- 
dren. It is important that every crippled 


June, 1937 


child be given an education and voca- 
tional training in addition to having his 
physical defects corrected. Special 
classes or schools for crippled children 
are being organized in connection with 
regular school systems. Medical, nurs- 
ing, and physical therapy services are 
being made available in such schools. 
The promotion of systematized working 
relationships among these agencies adds 


to the continuity and effectiveness of the 
services. 


The personnel used in carrying out 
these state and local programs may in- 
clude orthopedists, pediatricians, phys- 
ical therapy technicians, public health 
nurses, and social workers—particularly 
medical social workers—occupational 
therapists, and special teachers. If the 
increased number of field clinics and the 
enlarged hospital facilities are to bring 
effective results, a well qualified staff is 
essential. 


Reports indicate that a large number 
of public health nurses are employed to 
help carry out the state programs re- 
gardless of the type of official agency 
charged with the responsibility for car- 
rying out the provisions of the Social 
Security Act. Administrators of the 
rapidly expanding services for crippled 
children are eager to secure qualified 
personnel, and are seeking advice as to 
the type of preparation that will best 
qualify the nurses to meet the require- 
ments of this field. Many nurses inter- 
ested in participating in this program 
wish to supplement their education so 
that they may be competent to make an 
effective contribution to a comprehensive 
community plan for crippled children. 
A large number of state agencies 
describe the work of their public health 
nursing personnel employed in this field 
as that of giving advice and consultation 
on orthopedics to the local public health 
nursing service that provides care to 
crippled children under its family health 
program. Some state agencies have a 
special orthopedic nursing staff to give 


CRIPPLED CHILDREN 


351 


direct nursing services in the local com- 
munity. In a number of states this staff 
consists of nurses who are physical 
therapy technicians and who give direct 
service in the homes of the children. In 
several states a public health nurse is 
employed as administrator or assistant 
administrator of the program; in others 
she supervises the public health nursing 
phases of the program. 


DUTIES OF PUBLIC HEALTH NURSE 


The duties of the public health nurse 
in an orthopedic service are clearly 
stated in an outline* which reads as 
follows: 


“It is the responsibility of the public 
health nurse to assist in analyzing health 
problems and related social problems of 
families and individuals; to help them, 
with the aid of community resources, to 
formulate an acceptable plan for the 
protection and promotion of their own 
health, and to encourage them to carry 
out the plan. The public health nurse: 


Helps to secure early medical diagnosis and 
treatment for the sick. .. . 


Assists the family to carry out medical, 
sanitary, and social procedures for the preven- 
tion of disease and the promotion of health. 


Helps to secure adjustment of social condi- 
tions which affect health. 


Influences the community to develop public 
health facilities through participating in ap- 
propriate channels of community education for 
the promotion of a sound, adequate commu- 
nity health program. Shares in community 
action leading to betterment of health con- 
ditions. 


Assists in finding orthopedic cases. 


Observes and helps others to recognize and 
eliminate environmental conditions or habits 
which might produce postural or other ortho- 
pedic defects. 


Observes and helps eliminate conditions for 
bed patients which may cause contractures, 
foot drop, or spinal curvature. 


*Functions in Public Health Nursing. Pus- 
tic HeattH Nursinc, November 1936. 
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Observes and teaches others to recognize 
signs of orthopedic defects and helps to secure 
medical diagnosis and supervision. 

Gives or arranges for necessary nursing care, 
teaches through demonstration, and supervises 
care given by relatives and attendants. 

Gives or secures skilled physiotherapy treat- 
ment under medical direction to prevent de- 
formities and secure maximum return of power 
to muscles and joints. [Only public health 
nurses who are properly qualified physical 
therapy technicians should give such treat- 
ment.] 

Teaches patient and family the importance 
of self-reliance on the part of the crippled 
person, promoted by encouraging independence 
in daily routines and interest in useful occupa- 
tions.* 


In the statement of the functions of 
public health nursing in relation to the 
health of infants, preschool children, and 
school children the following is also in- 


cluded: 


Participates in a program for the preven- 
tion of handicaps and (for) the care and edu- 
cation of handicapped children.** 


These functions are carried out 
through the various activities included 
in the state programs. 

The success of the diagnostic and 
treatment clinic in remote rural areas o1 
small towns depends to a great extent 
upon the preliminary work done by the 
local nursing staff in preparation for the 
opening of the clinic, such as securing 
the codperation of the medical society 
and of social, health, and educational 
agencies; organizing the service of 
groups of volunteers for transportation 
and clinic duties; and arranging the 
routines to be followed in connection 
with the examinations. To assist in 
carrying out the recommendations for 
health supervision, for hospitalization, 
for after-care, and for physical therapy 
is in some agencies the responsibility of 
the nursing service. The public health 


*Functions in Public Health Nursing. Pus- 
tic HeattH Nursinc, November 1936, pp. 
732-736. 

**Ibid., p. 733, 
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nurse also coéperates with social work- 
ers wherever there are social and eco- 
nomic needs to be met in the family. 

When physical therapy treatment is 
recommended the postoperative patient 
is treated by a physical therapy tech- 
nician in the hospital or clinic. In 
some states a physical therapy techni- 
cian makes home visits. She teaches the 
mother to give the child the required 
daily care. Accessible centers for physi- 
cal therapy are being established in some 
parts of the country. 

Through home visits the nurse also 
interprets to the parents the recommen- 
dations of the orthopedist and the plan 
to be followed. The amount of confi- 
dence, understanding, and coOperation 
shown by the parents is a big factor 
that contributes greatly to the success 
or failure of the treatment. The nurse 
individualizes the treatment coor- 
dinates her work not only with that of 
other members of the staff but also with 
that of the other agencies that are con- 
tributing to the service on behalf of the 
child. 


PREPARATION OF NURSES 


The National Organization for Pub- 
lic Health Nursing has organized a com- 
mittee to study the preparation of nurses 
for the orthopedic field with special ref- 
erence to the recent developments 
throughout the country in programs for 
crippled children. The revision of the 
curriculum for schools of nursing* in- 
cludes a unit of study entitled ‘Nursing 
in Conditions of the Musculo-Skeletal 
System,” and describes it as follows: 

“The purpose of this unit is to famili- 
arize the nurse wit) orthopedic condi- 
tions which will be met in the com- 
munity; to develop an appreciation of 
the social and economic waste resulting 
from such conditions; to give an under- 
standing of the effect of physical crip- 
pling on the mental and emotional states 


*Curriculum. Guide for Nursing Schools. 


National League of Nursing Education, 50 
West 50 Street, New York, N. Y., 1937. 


June, 1937 


of the individual; and to acquaint her 
with methods of prevention and treat- 
ment used in such disabilities.” The 
curriculum outlined for this unit requires 
22 hours of instruction and three to four 
weeks of practice in orthopedic nursing. 

The qualifications for nurses in the 
orthopedic field are also under discus- 
sion at this time by the public health 
nursing consultants of the Children’s 
Bureau. The qualifications that are 
considered to be the minimum require- 
ments desirable for public health nurses 
serving in programs for crippled chil- 
dren have been set up for four types of 
positions. 


I. For a staff position 

If physical therapy treatments and 
muscle testing are to be included in the 
services she should have completed suc- 
cessfully a course of study in physical 
therapy that is approved by the Amer- 
ican Medical Association. 

A. In a public health nursing service 
to crippled children as a part of a 
health service to the whole family 
1. Where there is a special ortho- 

pedic supervisor 


a. The minimum standards* 
for staff nurses set up by the 
National Organization for 
Public Health Nursing. 

6b. The successful completion of 
an undergraduate course of 
study in orthopedic nursing 
or of an approved graduate 
course. 


2. Where the nurse works alone or 
without special supervision 

a. The minimum standards* 

for staff nurses set up by the 

National Organization for 
Public Health Nursing. 

b. The successful completion of 

an undergraduate course of 


*Minimum Qualifications for Those Ap- 
pointed to Positions in Public Health Nursing, 
1935-1940. Pusric Hearty Nursinc, March 
1936, pp. 172-175. 
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study in orthopedic nursing 
or of an approved graduate 
course; or, in lieu of this, 
experience in orthopedic 
nursing while on the staff of 
a public health nursing 
agency or of an agency that 
gives services related to the 
field of public health. 

In an agency giving service exclu- 

sively to crippled children and not 

as a part of a health service to the 
whole family 

1. The minimum. standards* for 

staff nurses set up by the Na- 
tional Organization for Public 
Health Nursing. 

2. The successful completion of an 
undergraduate course of study 
in orthopedic nursing or of an 
approved graduaie course; or, 
in lieu of this, experience in 
orthopedic nursing while on the 
staff of a public health nursigg 
agency or of an agency that 
gives services related to the field 
of public health. 

. The successful completion of an 
approved course in physical 
therapy if this is to be included 
in the service of the agency and 
if there are no other physical 
therapy technicians on the staff. 


Il. For a position as orthopedic nursing 
supervisor and consultant 


A. 


The minimum standards* for pub- 
lic health nursing supervisors set 
up by the National Organization 
for Public Health Nursing. 


The successful completion of an 
undergraduate course of study in 
orthopedic nursing or of an ap- 
proved graduate course; or, in lieu 
of this, experience in orthopedic 
nursing while on the staff of a 
public health nursing agency or of 
an agency that gives services re- 
lated to the field of public health. 
It is also thought desirable that 
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the orthopedic nursing supervisor 
or consultant may have additional 
preparation in orthopedic physical 
therapy in order that she will be 
better equipped to teach and su- 
pervise field nurses. 


III. For a position as administrator of 
programs for cripped children 


A. Those specified for the position of 
orthopedic supervisor. 


B. Successful experience as an admin- 
istrator in a public health nursing 
service.* 


At present there is no professional 
organization that is authorized to evalu- 
ate graduate courses in nursing and ap- 
prove those that meet accepted stand- 
ards. Administrators and instructors in 
schools of nursing in several cities are 
studying the possibilities of having clin- 
ical graduate work made available in 
connection with a university and a hos- 
pital so that standards may be devel- 
oped as to the content of the course both 
as to theory and as to the amount and 
type of practical experience required in 
order that these courses may attain a 
level worthy of university credit. 

The following institutions offer 
courses of instruction which they desig- 
nate as graduate nursing courses: 


*These qualifications are at present in the 
formative stage and should only be considered 
as possible guides. 
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Milwaukee Children’s Hospital 
A 4-month course in general pediatrics that 
includes 1 month of study in orthopedics. 
A 1-year course that includes study in ortho- 
pedics and experience in nursery schools, 
out-patient departments and convalescent 
homes. 


Boston Children’s Hospital 
A 4-month course in general pediatrics that 
includes 1 month of study in orthopedics 
and 1 month of experience in out-patient 
departments. 

New York City Orthopedic Hospital 
A 4-month course that includes 1 month of 
experience in a country convalescent home. 

Cincinnati Children’s Hospital in coop- 
eration with the University of Cin- 
cinnati 
A 12-month advanced course in pediatrics 
that includes orthopedics, and experience in 
out-patient departments, nursery schools, 
and convalescent homes. 

Gillette State Hospital (St. Paul, Minn.) 
A 6-month and a 12-month course that 
include the study of physical therapy and 
occupational therapy. 

New York University in cooperation 
with the New York State Reconstruc- 
tion Home at West Haverstraw, N. Y. 
A 4-month course that includes the study 
of physical therapy, experience in home vis- 
iting, field clinics, and school health service. 


Public health nurses who were inter- 
ested in preparing themselves as phys- 
ical therapy technicians have attended 
the following schools in various parts of 
the country that conform to the stand- 
ards adopted by the American Medical 
Association in 1936: 


SCHOOLS FOR PHYSICAL THERAPY TECHNICIANS THAT CONFORM TO THE STANDARDS 
ADOPTED BY THE AMERICAN MEDICAL ASSOCIATION IN 19367 


Certificate, 
Prerequisite Length of Student Diploma, 
School for Admission course Capacity Tuition Degree 

Children’s Hospital, Los (a) RN. 12mos. 6 $125 ~—~dDiploma 
Angeles (b) Grad.Phys.Ed. 

Stanford University Hos- (a) R.N. 12 mos. 9 $175-250 Certificate 
pitals, San Francisco (b) Grad.Phys.Ed. 

Walter Reed General Hos- Grad.Phys.Ed. 12 mos. 10 None Certificate 
pital, Washington, D. C. 

Northwestern University (a) R.N. 9 mos. 12 $200 Certificate 


Medical School, Chicago (b) Grad.Phys.Ed. 


Bouvé-Boston School of 
Physical Education, 
Boston 


Grad. High Sch. 3-4 yrs. 


$400 per yr. Diploma (3 yrs.) 
BS. (4 yrs.) 
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SCHOOLS FOR PHYSICAL THERAPY TECHNICIANS THAT CONFORM TO THE STANDARDS 
ADOPTED BY THE AMERICAN MEDICAL ASSOCIATION IN 1936; 


Certificate, 
Prerequisite Length of Student Diploma, 
School for Admission course Capacity Tuition Degree 
Harvard Medical School, (a) R.N. 9 mos. 16 $150 Certificate 
Course 445, Boston (b) Grad.Phys.Ed. 
Boston, University, Sar- Grad.High Sch. 4 yrs. 29 $365 peryr. BS. 
gent College of Phys- 
ical Education, Cam- 
bridge 
Battle Creek College, (a) R.N. 12 mos. -- $180 peryr. BS. 
Battle Creek (b) Grad.Phys.Ed. 
St. Louis University Grad.High Sch. 4 yrs. 6 $200 per yr. B.S. 
School of Nursing, St. 
Louis 
University of Buffalo, RN. 18 mos. 6 $10 per univ. B.S. 
Buffalo credit 
D. T. Watson School of (a) Grad.Phys.Ed. 22 mos. 8 None Diploma 
Physiotherapy, Leets- (b) 2 yrs.premed. 
dale, Pa. (affiliated 
with the University of 
Pittsburgh School of 
Medicine ) 
College of William and (a) R.N. 9 mos. 6 Coll. fee Certificate 
Mary, Richmond (b) Grad.Phys.Ed. 
University of Wisconsin, (a) R.N. 12 mos. 20 Univ.fee Certificate 
Madison (b) Grad.Phys.Ed. 


Survey of Schools for Physical Therapy 
Association, August 29, 1936, pp. 676-679. 


Supervised field experience with an 
agency that provides special orthopedic 
service is particularly helpful in giving 
competence and skill in the various as- 
pects of field work in the crippled chil- 
dren’s program. Visiting nurse associa- 
tions which give special orthopedic ser- 
vices are: Visiting Nurse Association, 
Brooklyn, N. Y., Community Health 
Association, Boston, Mass., Community 
Health Service of Minneapolis, Minn., 
and the Visiting Nurse Association, Chi- 
cago, Ill. 

Because many schools of nursing at 
this time offer little or no undergraduate 
instruction and experience in orthope- 
dics, the state agencies, in order to meet 
the need of the rapidly expanding pro- 
gram, have granted a small number of 
stipends to qualified nurses for graduate 
study. 

In every hospital, clinic, and doctor’s 
oltice, the physician’s searching ques- 


Technicians. Journal of the American Medical 


tions reveal that early symptoms of con- 
ditions which resulted in crippling have 
frequently not been recognized by par- 
ents as being of serious import. The 
principal causes of crippling—infantile 
paralysis, birth injuries, congenital de- 
formities, accidents, bone tuberculosis, 
and rickets—offer great opportunities 
for work in preventive medicine, a field 
in which the public health nurse should 
play an important part. 

In the remote rural areas the public 
health nurse is the agent most frequently 
available for family health services. A 
constant vigil over the physical condi- 
tion of all children in the community to 
locate those showing symptoms of an 
early stage of a disease or malformation 
which may lead to serious crippling is an 
important service performed by the 
local nurse. Trained to recognize even 
slight deviations from the normal, the 
public health nurse realizes the impor- 
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tance of securing early correction so that 
defects may be eliminated which, with- 
out the proper attention, might develop 
into serious maladies. Through her visits 
to homes and schools she has an oppor- 
tunity to convince parents of the impor- 
tance of bringing children to the atten- 
tion of the physicians at diagnostic and 
treatment clinics in the incipient stage 
of a disease. During home visits, in 
group classes, or through individual con- 
ferences at the clinic the nurse advises 
and instructs the parents in the part 
they must play to bring about the best 
physical and mental adjustment which 
can be effected. 

A persistent program of prevention is 
the keynote of a generalized public 
health nursing plan in caring for crippled 
children. An adequate maternity service 
included in the general program offers 
an excellent vehicle for preventing, con- 
trolling, or eliminating the causes of 
crippling. 


PENT-UP 


Some children drown their sorrows 
and worries in vigorous play, while 
others nurse their pent-up feelings into 
malnutrition. 

Mrs. B had attended Mothers’ Classes 
and received many suggestions which 
she was putting into practice to get her 
children into good physical condition. 
Her two young daughters were showing 
decided improvement after several 
months on the new routine-—meals built 
around milk, vegetables, and fruits, and 
whole-grain cereals; play in the fresh 
air every day after school; and an earlier 
bedtime hour. Johnny, the oldest, was 
following the same schedule, but he still 
seemed pale and listless, had gained 
very little weight, and Mrs. B was wor- 
ried about him. She said he was restless 
in sleep and often awoke in the middle 
of the night with a scream. 

The nutritionist had a friendly chat 
with Johnny and found that he was a 
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The nursing service is stressing com- 
prehensive after-care in the child’s own 
home, the convalescent or the foster 
home, to assure parental understanding 
and cooperation which is essential to 
the best possible ultimate results of or- 
thopedic surgery. In a well balanced 
public health nursing program the med- 
ical and nursing services are correlated 
with the necessary welfare services, and 
if necessary, with special education and 
vocational training which will tend to 
equip the crippled child for normal life 
in his community. 

Constant study and analysis of the 
nursing services that are being provided 
for the care of crippled children are nec- 
essary in order to evaluate their results 
and learn what type of preparation will 
best equip the nurse to render effective 
service for the adequate care of the 
crippled child and for the prevention of 
diseases and conditions which lead to 
crippling. 


FEELINGS 


timid, shrinking boy, strongly influenced 
by his environment. He lived in con- 
stant fear of his teacher, who was not 
unkind but stern and perhaps unsym- 
pathetic. He was a bright boy, but so 
tense trying to please that he could not 
do good work. He could never get good 
marks on his papers as other children 
did, no matter how hard he tried. He 
was in a constant state of worry—so 
much so that he even dreamed about his 
school troubles at night. 

The nutritionist had a talk with the 
teacher, discussing the home situation 
and the nervous tension under which 
Johnny was living in his desire to do 
good work. Friendly encouragement in- 
stead of stern demands, recognition of 
any achievement, however slight, rather 
than pressure to do more or better work, 
were offered by the teacher as a means 
of relieving the boy’s tension. 

Nutrition Notes, February 1936. 


Saving Eyes in Industry 


By VIVIAN V. JONES, R.N. 


Fibreboard Products Company, Los Angeles, California 


What are the opportunities and responsibilities of the public 
health nurse in industry for conserving the sight of work- 
ers? This author suggests how the nurse may contribute 
actively to the program of accident and disease prevention 


N ANY consideration of safety in in- 

dustry the importance of safeguard- 

ing the eyes cannot be over-estimated. 
Ask a man which he would rather lose, 
his sight, an arm, or a leg. He will 
generally stop and think a few minutes 
but invariably the answer will be that he 
would be least willing to part with his 
sight even though he is a laborer and 
dependent upon his arms and legs for a 
livelihood. Yet how many men, until an 
accident occurs, actually give a thought 
to the eve hazards which they meet 
every day at work or home Therefore 
it becomes the task of the employer and 
those connected with industry to con- 
sider these hazards, to guard against 
them, and to educate the employee to 
protect himself. 

It is to the benefit of the employer to 
consider these dangers, not only for the 
sake of the employee, but for the com- 
pany’s sake as well. Any protection for 
the eye pays for itself a thousand times 
over since the eyes are the most vulner- 
able and the most expensive targets 
which workers present to industrial risks. 
The smallest spatter of acid or molten 
metal can rob a worker of his sight and 
directly cost his company several thou- 
sand dollars not including the indirect 
cost which invariably follows as a result 
of idle machine time, lost production, 
disrupted production schedules, and low- 
ered efficiency of the workman hiraself. 
The National Society for the Prevention 


of Blindness has estimated that the 
direct cost of the loss of both eyes is 
about $8,000.00 including compensa- 
tion, hospital care, and doctors’ fees, and 
that the indirect cost can be estimated at 
four times the direct cost or about 
$32,000.00, making the entire cost of an 
eye accident which results in blindness 
approximately — $40,000.00. Various 
estimates place the number of eye acci- 
dents at approximately 300,000 every 
year; over half of these are considered 
serious and several thousand result in 
outright loss of an eye. 
PREVENT HAZARDS 

The first thing to do in saving eyes in 
industry is to prevent hazards when pos- * 
sible and the second is to emphasize the 
necessity of the employee receiving 
proper care in the event of injury to the 
eve. Some of the industrial hazards to 
eyes are: flying objects as chips and 
fragments of metal; flakes of scale and 
paint; splashes of liquids and particles 
of dust and sand; glare; inadequate or 
injurious light; acid or strong acid 
fumes; blows from fellow workers or 
falling tools; burns; defective eyesight, 
which often is the cause of accidents fre- 
quently attributed to “carelessness.” 

What can industrial nurses do about 
these hazards? When the plant does not 
employ a safety engineer, nurses can en- 
courage managements to equip workers 
with protective equipment necessary for 
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a particular occupation. In recommend- 
ing the purchase of goggles, head masks, 
and respirators, care should be taken 
that they conform with the requirements 
set forth in the “National Safety Code 
for the Protection of the Heads and Eyes 
of Industrial Workers.”* Once proper 
equipment is supplied nurses can make 
a real contribution in teaching workers 
the value of and the necessity for per- 
sonal protection and safety. 


SUITABLE GOGGLES 


Goggles are excellent safeguards but 
they must be worn to prevent eye acci- 
dents, and to be worn they must be com- 
fortable. The most elaborate enforce- 
ment measures are only partially effec- 
tive in getting men to wear goggles that 
are uncomfortable. Goggles must also 
be suitable for the type of work. For 
protection from glare and injurious light 
such as ultra-violet rays, they must be 
chemically compounded to screen out 
the injurious light rays, yet permit a 
clear view of working details. For pro- 
tection in sand blasting, since it is also 
necessary to protect the nose and throat, 
the mask must be constructed in such a 
way that there is no fogging of the lenses 
of the goggles. This also holds true for 
metal pourers and cinder men around 
cupolas and blast furnaces. For weld- 
ing, chipping and similar operations, the 
lenses must be strong enough to resist 
flying particles. When working around 
such dangerous fumes as ammonium 
chloride and chlorine, it is necessary to 
protect the lungs hence a mask is used, 
which also protects the eyes. 

Injuries from blows and falling ob- 
jects can only be avoided by educating 
the worker to be careful. Tools must 
not be left in dangerous places. An ob- 
ject weighing three pounds falling twen- 
ty feet will hit with the same force as 
an object weighing twenty pounds fall- 
ing three feet. 


*Bureau of Standards Handbook. Series No. 
2. Government Printing Office, Washington, 
D. C. 10 cents. 


It is difficult to secure reliable esti- 
mates of all the accidents which are 
caused as a result of defective vision. 
But the number is undoubtedly large 
enough to point out the need for dis- 
covering and correcting eye difficulties 
at the time of employment, not only for 
personal safety of the employee, but also 
of his fellow workers. It is advisable to 
include an eye examination in the 
periodic health examination of em- 
ployees since the eyes are in a dynamic 
state throughout life and are often af- 
fected by general health. 


EYE DEFECT A HAZARD 


Many workmen with defective vision 
can have their vision brought within its 
normal range by wearing properly pre- 
scribed glasses. Others may need spe- 
cial eye care or general health measures. 
One day an older employee who was 
suffering from undiagnosed glaucoma 
had a minor accident. He had failed to 
see an approaching carrier. To the in- 
dustrial nurse the accident was more 
than an abrasion on the arm which 
needed first aid treatment. Tactful 
questioning brought out the fact that he 
had not seen the approaching carrier. 
An examination by the plant physician, 
followed by an examination by the 
ophthalmologist, revealed the presence 
of glaucoma, and that the fields of 
vision were impaired leaving only cen- 
tral vision. Such loss of or greatly re- 
duced peripheral vision decreases the 
efficiency of sight and is like being com- 
pelled to go through life seeing straight 
ahead through a small tube. 

Another worker, a young man, re- 
ported to the nurse that his eyes “hurt 
all the time.” It was found that he was 
suffering from an inflammatory eye con- 
dition due to syphilis. In her follow-up 
work the nurse not only assisted the 
worker to secure treatment for himself 
but arranged for the examination and 
treatment of other members of his 
family 

The average working man needs the 
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encouragement and help the industrial 
nurse Can give in interpreting the need 
for adequate care and in assisting work- 
men to obtain clinical care if they are 
unable to pay for private medical care 
or can pay only a minimum fee. Often 
a letter or visit to the clinic by the nurse 
results in the patient carrying out the 
treatment, and makes for better under- 
standing between the clinic and the 
workman. 

It is not unusual to find an employee 
suffering from an infectious eye disease 
and spreading it to other workers be- 
cause of close and unsanitary facilities. 
The nurse can be of valuable assistance 
in preventing the spread of disease by 
creating an environment which elim- 
inates these conditions. 

In the event of an injury or foreign 
body in the eye proper care should be 
given immediately. Too frequently it 
happens that an employee gets a foreign 
body in the eye and either attempts to 
remove it himself or asks his fellow 
worker to do so. The results of such 
treatment are well known. Even the 
slightest injury may lead to seriously 
impaired vision or blindness. The em- 
ployee often feels that every time he has 
a reportable accident it goes against his 
record; that a foreign body can be easily 
removed by someone who is as “handy” 
as the company physician or nurse; and 
that it will save him time if he does not 
report. This viewpoint can be over- 
come by working toward a better under- 
standing between the worker, the nurse 
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and the employer. It too often happens 
that although the plant nurse would not 
think of touching an eye that has been 
injured or has a deeply lodged foreign 
body in it, yet a workman with a soiled 
handkerchief will undertake first aid 
treatment. 
SAFE LIGHTING 


One other important eye hazard to 
consider is improper or inadequate 
illumination. While lighting practices 
are not the especial province of the 
industrial nurse, she can promote an 
interest in securing adequate standards 
of illumination for various tasks. She 
should know what constitutes good 
lighting, and can easily assist in check- 
ing illumination by using a foot-candle 
meter to determine whether the illumina- 
tion is in conformance with the mini- 
mum intensities of light recommended 
in the “Code of Lighting Factories, 
Mills, and Other Work Places.’’* 

“Saving Eyes in Industry” is a big 
subject and it is impossible to include 
all the points of major importance in so 
brief an article. How much the indus- 
trial nurse can accomplish depends 
pretty largely upon her knowledge and 
interest in this particular phase of her 
work. Certainly as long as eyes con- 
tinue to be lost in industry there is an 
urgent need to use every precaution to 
prevent such loss. 


*Code of Lighting Factories, Mills, and 
Other Work Places. Illuminating Engineering 
Society, 51 Madison Avenue, New York, N. Y., 
1930. 20 cents. 


Correction: The Posture film, referred to on page 224 of 
the April issue is 2 16-mm reels instead of 4 and is avail- 
able from the United States Children’s Bureau, Washington, 
D. C., rather than from the Du-Art Film Laboratories. The 
film Sun Babies is temporarily withdrawn for revision 
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Growing Up 


COURAGEOUS young woman oc- 

cupied the stately dignified old 
drawing room which constituted the first 
office of the N.O.P.H.N. And except 
for a secretary she occupied it alone. 
Today, thanks to her courage and fore- 
sight and that of her colleagues 
professional and lay—the N.O.P.H.N. 
has grown from a husky infant of seven 
hundred members to a national body of 
8000 strong, from a staff of one to ten 
staff members. You remember that Miss 
Crandall told us that today we are “car- 
rying on much the same activities as 
those begun in the early pioneer days of 
the N.O.P.H.N., but then they were 
either in embryo or miniature and some- 
times only timid ideas.”"* One function 
of the N.O.P.H.N.—a most important 
one from the beginning—is what Miss 
Crandall called “bringing the experience 
of one agency to bear upon the prob- 
lems of another.’’** 


POOLING EXPERIENCES 


And it still is. You probably don't 
think of it that way but you write the 
N.O.P.H.N. or you meet a staff member 
in the field and you ask, “How can I 
teach—get (and give) codperation with 
this group or that—arouse interest in 
this or that?” Or perhaps your question 
is simply “What can I do as a public 
health nurse about this situation which 
distresses me?” The answer is based 
very largely on the experiences not of 
one other public health nurse but of 
many public health nursing agencies. 

This is only possible because you 
share your experience not with the 
N.O.P.H.N. but through the N.O.P.H.N. 
with each other. What is the annual 
salary study on page 368 but a compari- 
son of the experience of many agencies? 


*Mumford, Eleanor W. A Chat with the 
First Director of the N.O.P.H.N., Pustric 
Heattu NursinoG, April 1937, p. 210. 

**Ibid., 211. 
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Out of this sharing of experience come 
standards. They dont just happen. 
They are the result of pooling much data 
from many agencies and analyzing it 
and drawing conclusions from it, and 
without standards on which to build, 
public health nursing could not have 
reached the place it has today. 

This too is your work, ail of you who 
serve on committees. Your number must 
be legion in the last twenty-five vears! 
We all owe vou a debt of gratitude. 
Standards are time-savers. 
when we wanted to take a course in pub- 
lic health nursing we first had to write 
all the colleges to find out which ones 
give courses then evaluate each course 


Suppose 


to choose the best! 

Educational standards, approved 
these were “embryo 
ideas” in 1912 but scarcely timid! 


courses, indeed 


PIONEERING 

Neither was the idea of lay participa- 
tion a timid one. Miss Fox calls it a 
“very radical and unprecedented and 
daring step’* vet today we smile at how 
timidly we took this step. Like the pub- 
lic health nurses, lay members pooled 
experiences, and as a result gradually 
standards for board members began to 
take shape, and—lo the Board Mem- 
bers’ Manual! 

Now the Board of Directors of the 
N.O.P.H.N. is composed equally of lay 
and professional menbers and laymen 
are represented on many committees. 
Through their Section and their secre- 
tary they are giving to public health 
nursing in the national field the same 
fine leadership they have given locally. 

As in public health nursing the changes 
have been largely those of emphasis. 
Increasingly important has become the 
development of relationships between 
national agencies, not only nursing 
agencies but also those in allied fields. 
Gaps and overlapping in the national 
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field can be fully as disastrous in the 
local community——more so perhaps since 
they are likely to be reflected in local 
programs. 

Yes, there have been certain changes 
in the N.O.P.H.N. picture. Basically 
these have been largely due to growth 
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paralleling the growth of public health 
nursing, for the service of which it came 
into being and for which it continues to 
exist. 


*Fox, Elizabeth G. The Past Challenges the 
Future, Pustic Nursinc, May 1937, 
275. 


Paul Parker Photo 


This photograph of the entire N.O.P.H.N. staff and two members of the 
Joint Vocational Staff was taken in February at one of the rare meet- 
ings when everyone was “in from the field.”” Reading left to right 
are Eleanor W. Mumford, F. Ruth Kahl, (J.V.S.), Ruth Houlton, Evelyn 
K. Davis, Mrs. A. J. Miller, Dorothy Deming, Lucretia Royer, Ella 
McNeil, Purcelle Peck, Anna L. Tittman (J.V.S.), and Virginia Jones 
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Education for Preventive Obstetrics 


By ARTHUR W. BINGHAM, M.D., F.A.CSS. 
Chairman, Committee on Maternal Welfare, The Medical Society of New Jersey 


tion plays an important part. This 
applies to the physician, the nurse, 
and the patient. 

The physician receives his obstetrical 
education in the medical school and hos- 
pitals, and, later, he continues his educa- 
tion by. reading up-to-date books and 
journals and by attending obstetrical 
lectures and clinics. 

The nurse is educated in the hospital 
through study and lectures and through 
practical experience on the wards under 
qualified supervision. After graduation 
the nurse continues her obstetrical edu- 
cation by study, lectures and reading to 
keep abreast with the newer discoveries 
in the field. If she is to do public health 
nursing, she will also need special prep- 
aration for that field. 

The patient, unfortunately, is too 
often educated by reading sensational 
articles and listening to her friends tell 
of the many serious complications which 
may happen but rarely do. The physi- 
cian and nurse should both make it a 
point to make the patient understand, 
that, if she will follow directions, no 
complications are likely to occur. Pa- 
tients should be educated to see their 
physicians early. Fortunately, the phy- 
sician is rare now who does not wish to 
see his patient early in pregnancy so 
that he may guide her course from be- 
ginning to end. 

The nurse can also play an important 
part in the program of prevention by 
helping the patient to carry out her phy- 
sician’s instructions. 

Prenatal care is of two kinds: (1) the 
informative wherein by taking blood 
pressure, weight, urinalysis, blood and 
other tests, the physician and the nurse 
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become aware that all is not well 
with the patient; (2) the preventive, by 
which besides taking these tests the pa- 
tient is instructed from month to month 
what to do so that abnormal conditions 
seldom develop. 

When the patient first sees her physi- 
cian, he will take a brief history of the 
case and make a complete physical ex- 
amination. He will at an early visit 
make an abdominal and pelvic examina- 
tion to determine: 


1. Whether patient is pregnant 

2. Duration of pregnancy 

3. Size of pelvis (by taking measurements) 
and thickness of pelvic bones 

4. Presence of tumors or ectopic pregnancy 

5. Whether pregnancy is single or multiple 

6. Whether foetus is living 

7. Rate and character of foetal heart beats 
after six months 

8. Whether cervix is dilated or closed 

9. Presentation and position of child 

10. In breech presentation whether version 
is indicated 

11. The size and condition of the head and 
whether high or low in the pelvis. 


A speculum examination is made 
early in pregnancy to determine the 
presence of an erosion, polypus, or can- 
cer and the appropriate treatment is 
given. 

A Wassermann test should be made so 
that means can be taken to avoid any 
complication due to syphilis. If syphi- 
litic mothers are properly treated 95 
percent of the babies will be born 
healthy. The earlier treatment is be- 
gun, the better are the results. If a 
patient once has a positive Wassermann 
she should receive treatment with each 
subsequent pregnancy to insure a 
healthy child. 

In cases presenting a history of still- 
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births or repeated premature births, or 
abortions, even with a negative Wasser- 
mann, treatment is-advisable. This con- 
dition may have nothing to do with 
syphilis but may be due to a disturbed 
basal metabolism or an abnormal de- 
velopment of the placenta. ; 

In preventing abortion due to an ir- 
ritable uterus, proluton or progesterone 
is of benefit. Cases where the foetus 
dies and is finally expelled can be pre- 
vented as a rule by giving protiodide of 
mercury, one-fourth grain with charcoal 
once or twice daily throughout preg- 
nancy. ‘This is always given after eat- 
ing and is sometimes used to improve 
the condition of the patient before preg- 
nancy takes place. Iodide of potash is 
frequently substituted for the protiodide 
of mercury treatment. 


EXERCISE REGULATED 


Instead of doing as she pleases until 
complications arise, the patient should 
be told to rest and not exercise too much 
during the first three months in order to 
prevent nausea as well as the risk of a 
miscarriage, also to eat frequently of 
starchy food during that period. Severe 
nausea will seldom occur if this is car- 
ried out. 

After three months, she should be told 
to start walking, especially in the sun- 
shine. This can be gradually increased 
so that at the end of the fourth month 
she is walking from one-half hour to one 
hour daily. Each month she should be 
told whether to walk much or little de- 
pending on whether the uterus is high 
or low and whether the cervix is thick or 
thin. Nothing she can do will improve 
her metabolism as much as walking 
daily in the open air. 

After the first three months, her diet 
should be changed. The starchy food 
should be reduced considerably and a 
diet largely of green vegetables and fruit 
with a moderate amount of milk, eggs, 
meat, and fish taken. 

Now the weight of the patient must 
be watched to see that she is not over- 
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loading her system with needless fat. 
The average patient does not gain much 
during the first three months. Some of 
them lose weight. After three months 
she should not gain over 4, 3, 3, 3, 2, 
and 2 pounds per month in this order 
for the remaining six months. Stout 
patients should gain less and tall thin 
patients may gain a little more. 


EXCESSIVE WEIGHT 


The diet of each patient must be 
regulated to prevent excessive weight. 
Weight is of two kinds. That which the 
patient puts on before becoming toxic 
and that which she acquires as 4 result 
of the toxemia. Many patients cannot 
take the usual amount of water toward 
the end of pregnancy without showing 
water imbalance which is indicated by 
a sudden increase in weight and later by 
the presence of edema in the ankles and 
often all over the body. In such cases 
the intake of food and especially of 
water must be greatly reduced to pre- 
vent toxemia. 

If, in spite of diet and exercise, the 
patient gains too much weight, a special 
diet of a glass of milk with one cracker 
at 8 a.m., 12 noon, 4 p.m., and 8 p.m., 
with 2 or 3 oranges during the day will 
help to control the weight. This diet 
is alternated with regular restricted 
meals on alternate days. 

Any one who has thoroughly tried out 
this procedure of diet and exercise knows 
that many complications are avoided, 
There is less fat to obstruct the pelvis 
and there is less fat on the baby. The 
head is nearly always well down in the 
pelvis making labor shorter and easier. 
The patient is in better condition and 
toxemia is rare. The prenatal nurse can 
be of great assistance in helping to carry 
out these procedures. 


The patient should also be told: 


1. How to prevent anemia by appro- 
priate diet, plenty of fresh air and sun- 
shine. During pregnancy, patients grad- 
ually become more anemic, the percent- 
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age of hemoglobin dropping in the 
majority of cases below 70 percent. This 
may be used as a guide but does not 
always indicate the true degree of 
anemia present as there are other 
changes in the blood during pregnancy. 
The blood should be tested several times 
during pregnancy so as to prescribe for 
the anemia if present before it becomes 
marked. Iron in some form is fre- 
quently needed. 


2. How to preserve the teeth by care- 
ful cleaning after meals followed by an 
alkaline mouth wash and keeping in 
good physical condition. Calcium is 
frequently prescribed in order to prevent 
dental caries. If the patient is kept in 
good physical condition calcium is not 
needed except in some cases when there 
are symptoms of calcium deficiency as 
shown by muscular cramps. No amount 
of calcium will preserve the teeth if the 
patient becomes toxic. 

The teeth should be inspected by a 
dentist at least twice during pregnancy 
when they should be cleaned and any 
cavities filled. Infected teeth should be 
treated promptly but conservatism 
should be used in regard to extractions 
during pregnancy. 


3. How to prevent muscular cramps. 
It was formerly thought that muscular 
cramps were necessary during preg- 
nancy. It has been found that they are 
due to a calcium deficiency and can be 
relieved entirely by taking calcium alone 
or with viosterol for a few days. 


4. How much tobacco and alcohol 
may be used. Excessive smoking of 
cigarettes impairs the nutrition of the 
patient and interferes with the nourish- 
ment and development of the foetus. 
Pregnant patients require good air. It 
is better not to smoke at all. The 
amount of alcohol taken should be very 
limited as its effects on mother and baby 
are well known. 


5. How to keep the nipples in good 
condition by using a wash of borax in 
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50 percent alcohol (or any wash _ pre- 
scribed by the physician and massaging 
the nipples with oil daily during the 
eighth and ninth months. 


6. What to have ready if intending to 
stay at home and what to do and what 
to provide if going to a hospital. 


It has been said that too much stress 
may have been laid on prenatal care and 
not enough on delivery care. More ef- 
fort may well be spent on improving 
delivery care, but let us not neglect the 
prenatal care which has proven to be so 
important in preventing complications 
and in bringing the patient up to labor 
in the best possible physical condition. 
The conduct of labor and delivery is 
largely the responsibility of the obstetri- 
cian but the nurse can still be of great 
assistance in helping to maintain an 
aseptic technique and keeping up the 
morale of the patient. After the de- 
livery of the baby and placenta, she 
should hold the fundus for one-half to 
one hour to prevent hemorrhage. 

During the postpartum period, the 
nurse is also a valuable aid in preventing 
complications. She should always use 
sterile precautions and wear a mask 
while treating her patients at this time 
as well as during labor and delivery. 
She should try to prevent such condi- 
tions as distended bladder, sore nipples, 
and engorged breasts, and see that the 
patient gets sufficient rest. The diet 
should be regulated while the patient is 
inactive in order to prevent autointox- 
ication and yet provide a good supply 
of milk. While handling the baby, the 
nurse should always wear a mask.* 

Finally, she shou'd do all she can in 
aiding the obstetrician to carry out the 
slogan of a suburban hospital, 

“Keep the Normal Case Normal.” 


*Epritor’s Note. Although ideal, it is not 
common practice for nurses to wear a mask in 
the home. Maternity Center Association re- 


ports that both in hospital and home many 
agencies use masks for delivery service and 
perineal dressings, and care of premature 
babies. 


A Staff Plans Its Own Educational Program 


By FRANCES FRAZIER, R.N. 


Assistant Supervisor, Henry Street Visiting Nurse Service, New York, N. Y 


The staff members of a district office in an urban 
nursing organization discuss the various meth- 
ods of carrying on their own educational program 


S A PRELIMINARY plan- 
ning our staff-education program 
for the coming year, we reviewed 

in a staff conference some of the various 
possible methods by which an educa- 
tional program can be carried on.* The 
different methods were presented in a 
symposium, consisting of discussions by 
four members of the staff. 


LECTURE METHOD 

First we discussed the lecture method. 
Miss Allen** led this discussion by point- 
ing out the value of lectures by special- 
ists to keep us in touch with the daily 
discoveries and ever-changing methods 
of treatment in the allied fields of medi- 
cine and social welfare. We agreed that 
a lecture by a specialist from one of 
these fields is the most effective way to 
obtain the new material which is so 
necessary in our work. The group 
thought that time should always be 
allowed for questions and discussion fol- 
lowing a lecture. It was decided to ask 
two outside speakers to lecture to the 
group during the coming year, one on 
newer methods of treating pneumonia, 
and one on the housing problem. 


DISCUSSION OR CONFERENCE METHOD 


The group discussion or conference 
method was next considered. Miss 
Brown felt that this is one of the most 


*For a discussion of the purpose and effec- 
tiveness of various methods of staff education, 
see “What Pattern—Staff Edvcation?” by 


Virginia A. Jones, Pustic Nursinc, 
\pol1937, 
**Fictitious names are used throughout. 


.gloud our 


valuable methods to use because each of 
us has something to contribute to the 
group from her own experiences, and an 
interchange of ideas and comparison of 
experiences stimulates thinking. She 
raised several thought-provoking ques- 
tions regarding group discussions: 

1. Do we come to the conference with a 
clear understanding of what we are trying to 
accomplish ? 

2. Do we keep to our proposed subject or 
do we digress on to side lines? 

3. Do we realize that side issues growing 
out of a discussion may be more vital in 
interest and value than the original topic? 

4. Do we sometimes use a negative approach 
whichs brings about heated that 
minds and_ hence clear 


arguments 
prevent 
thinking ? 

5. Is there a tendency for several people to 
enter freely into discussion and for others to 
sit back? 

It was decided that group discussion 
is most effective in drawing out all par- 
ticipants if we take turns in choosing our 
topic, and if the topics chosen are an- 
nounced in advance in order to stimulate 
reading. If this practice is followed, 
members of the group who are reticent 
about speaking of their own experiences 
may start their contributions by quoting 
authorities, and may thus gradually 
overcome their shyness. 

Topics were chosen for group discus- 
sions during the next year. They in- 
cluded the antepartum home visit, the 
content of a visit to the preschool child, 
record writing, and supervision as a 
coOperative venture. 


il 
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Miss Conrad presented the case study 
method of education, which is really one 
type of the group conference method. 
The case study offers unusual opportuni- 
ties for sharing experiences which are of 
value to each member of the group as 
well as to the nurse who is asking for 
help on her case. Miss Conrad thought 
that a nurse presenting a case for dis- 
cussion should show her methods of 
treatment as well as her accomplish- 
ments and failures. Two case studies 
were planned for the ensuing months. 


INDIVIDUAL CONFERENCE 


The individual conference, which may 
be with the supervisor, the physician, a 
social worker, or a representative of any 
coéperating agency, was analyzed by 
Miss Daniel. She suggested that the 
conference of the nurse with the super- 
visor, in order to be an educational ex- 
perience for both, must have certain 
conditions fulfilled. She suggested that 
the supervisor, as the leader, assume a 
more passive role and encourage the 
nurse to discuss her work. In this way 
both the supervisor and the staff nurse 
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will be able to see where help is needed, 
and the supervisor may make sugges- 
tions and cite experiences which will 
help the nurse in meeting her problems. 

The conference with a physician or 
social worker not only offers an_oppor- _ 
tunity for exchange of ideas, but also 
assists us in becoming familiar with the 
work and viewpoint of other individuals 
and agencies. It necessitates thinking 
through what we expect to get from the 
conference and how we are going to 
present our material or point of view. 

The group decided that each of the 
four methods of staff education had 
a definite value and appropriate use. 
The discussion was lively throughout. 
As topics led by individual nurses were 
thrown open for discussion there was 
lively participation by the members of 
the group. The enthusiasm at this meet- 
ing is evidence of the interest of a group 
in planning its own program; and since 
our staff has planned its own confer- 
ences, the members are much more in- 
terested in the educational program and 
in doing outside reading to supplement 
their experiences. 


GUIDE POST FOR BOARD MEMBERS 


Lillian Wald’s inspired first presiden- 
tial address to which Elizabeth Fox re- 
ferred in her address at the New York 
Silver Jubilee Luncheon is reprinted 
here from the Visiting Nurse Quarterly 
of 1913. You will find it still remark- 
ably pertinent. Page 344. 

Why does the United States continue 
to have a high maternal death rate? 
Dr. Parran discusses four factors which 
are definite handicaps to maternal 
health on page 347. 

Services to crippled children are being 
extended by many public health nursing 
agencies. Naomi Deutsch discusses the 
growth of these services and outlines the 
qualifications which are considered 
necessary for public health nurses to 
participate in this program. Page 350. 


How do the salaries in your agency 
compare with those in similar agencies 
on various sections of the country. 
Page 368. 

While eye hazarcs in industry differ 
from those in homes, schools and in the 
office of the public health nursing agency 
the principles are the same. The part of 
the nurse in protecting eyes in industry 
is equally applicable to other fields. 
Page 357. 

In April we presented a discussion of 
method of staff education. An actual 


program in which the staff plans its own 
educational projects is described on page 
365. 

New methods of computing the cost 
per visit of public health nursing service 
are reviewed and clarified on page 384. 


How Would You Answer These? 


Here are some questions which public health nurses frequently meet when 
presenting problems of maternal welfare. We are submitting them as a continua- 
tion of the series which has been appearing under this title since January 1937. 
The answers to this set of questions will be furnished by Maternity Center Asso- 
ciation, 1 East 57 Street, New York, N. Y., and will be published in July. 


Do you know the number of babies born alive in the United States in 1935? 

How many fetal deaths occurred before or during birth? 

The number of infant deaths occurring within the first year of life? 

How many women died in the United States of causes due directly to preg- 

nancy and childbirth in 1935? 

5. What would be the approximate increase of the maternal death rate if the 
causes of all deaths associated with pregnancy and childbirth were included?* 

6. Are most of the babies in the United States born in their own homes? In 
hospitals? 

7. Do you know what authorities supply this information? 


— 


*See also “Impediments to Maternal Health” by Dr. Thomas Parran, Jr. Page 347 of 
this issue. 


NEW YORK “YOUTH MOVEMENT” 


Balancing a plate of salad on one knee, holding a cup of coffee in one hand, 
over 400 nurses crowded into the Town Hall Club in New York on May 25, to 
celebrate the Silver Jubilee of the N.O.P.H.N. 

At the last minute, the committee, headed by Mrs. Ruth Brown, Staff Nurse 
of the A.I.C.P., found some tickets for the N.O.P.H.N. staff and to their joy they 
were permitted to eat with the merry throng. 

A merry throng indeed! Elizabeth Fox, introduced as “the youngest President 
the N.O.P.H.N. ever had,” climbed on a table to review the highlights of the last 
25 years. Amelia Grant, who followed, warned Miss Fox she was likely to lose 
that title to this “youth movement in public health nursing as represented by this 
group of staff nurses.” ‘ 

Popping balloons—parodied songs indiscriminately punctuated the whole pro- 
gram which concluded with a monologue by Winifred Fitzpatrick of Providence 
“Enter Miss Gardner—1905.” 
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Salaries of Public Health Nurses in 1937 


By ANNA J. MILLER 


Statistician, National Organization for Public Health Nursing 


In the February 1925 issue of PUsiic Nursinc 
appeared the first report on the subject of salaries of 
public health nurses published by the National Organi- 
zation for Public Health Nursing. The annual report 
presented below is the thirteenth in this series 


HROUGH the cooperation of 449 

agencies employing 8228 public 

health nurses, we are able to pre- 
sent our usual annual study of salaries. 
In accordance with the procedure fol- 
lowed in previous studies, both the 
private and public agencies (the latter 
including health departments and boards 
of education) are represented. The 
data were furnished in reply to a ques- 
tionnaire, relative to salary per month 
paid in January 1937 to nurses in 
various positions on the staffs of these 
agencies. For nurses employed by 
boards of education, the vearly salary 
for the present school year was re- 
quested. The number of agencies in- 
cluded in the study by type and the 
number of nurses in each group is shown 
in Table I. 

TABLE I 


Number of Agencies and Number of Nurses 
Included in the Study 


No. of No. of 
agencies nurses 
Public health nursing 
associations ......... 237 3506 
Health departments 108 3537 
Boards of education... 104 1185 
449 8228 


In addition we have obtained salary 
data for 711 nurses employed by insur- 
ance companies. The salaries of this 
group are not included in the tables or 
analyses which follow since they were 
not available in former years and the 
results would therefore not be compar- 


able with figures given in reports for 
those years. 

In this article both the mode and the 
median salaries are referred to, and the 
terms are therefore defined here. The 
mode salary of a group is the salary 
which occurs oftenest, or is most usual. 
The median salary means that the num- 
ber of persons in the group receiving less 
than that salary is the same as the num- 
ber receiving more than that salary. 

STAFF SALARIES 

The salary most frequently paid in 
January 1937 to staff nurses employed: 
by a private organization is $125, as was 
found to be the case in last year’s 
study.* When the insurance company 
nurses are included, the figure remains 
$125. For staff nurses in health de- 
partments also, the mode is $125. How- 
ever, the distribution of salaries with 
respect to the mode salary of $125 is 
different from the picture presented 
graphically in the report for 1936. A 
greater proportion of the staff nurses are 
being paid $125 cr more a month (68 
percent as compared with 59 percent). 
Moreover, this year, of those receiving 
more than $125, over half are paid $150 
or more. 

Further analysis of the figures shows 
that in private agencies 43 percent of the 
staff nurses receive more than $125 a 


*Miller, Anna J. Salaries of Public Health 
Nurses in 1936. Puspiic HreattH NURS#NG, 
May 1936. ] 
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month, whereas the salaries of 60 per- 
cent of those employed by health de- 
partments exceed that amount. 

Table Il shows the mode salary for 
the private and public agencies when the 
salaries of the staff nurses are distrib- 
uted by size of city in which the agency 
is located. This figure varies more 
widely for the private agencies; in cities 
of 1,000,000 or over the prevailing sal- 
ary is $150, in the smallest cities it is 
3115. For the health departments, the 
size of the community is not so closely 
related to the mode. The median sal- 
aries (Table V) are highest in the larg- 
est cities, decrease with a decrease in 
size of the community, and increase 
again in cities of less than 50,000 and 
for rural areas. 

TABLE II 
Mode of Monthly Salaries of Staff Nurses 
by Size of City 
Public health 
nursing 


Health 


Population associations departments 
1,000,000 and over $150 $125 
500,000 to 1,000,000 125 125 
250,000 to 500,000 125 150 
100,000 to 250,000 125 140 
50,000 to 100,000 115 125 
25,000 to 50,000 125 135 
Less than 25,000 115 
Rural 125 130 


In Table III, the results of an analysis 
of staff nurse salaries by size of the 
agency are given. For the private agen- 
cies, the highest amount, $150 is the 
usual staff nurse salary in the largest 
agencies, those with 100 or more nurses 
on the staff. For organizations of less 
than 100 the mode is $125, except for 
the one-nurse services, in which the 
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figure is $150, the same as for the largest 
agencies. 
TABLE Ill 


Mode of Monthly Salaries of Staff Nurses 
by Size of Staff 
Public health 
nursing Health 
Size of staff associations departments 


100 and over $150 $ 


125 
50 to 99 125 150 
25 to 49 125 100 
10 to 24 125 115 
2to 9 125 125 
1 150 


Generally speaking, the median sal- 
aries for staff nurses decrease as the size 
of the agency decreases, until the one- 
nurse agencies are reached where the 
median salary is as high or higher than 
that of the largest agencies. ‘This is 
shown in Table V. 

Table IV, which shows the results of 
the analysis of staff nurse salaries by 
geographic location in five large sections 
of the country, should be considered 
with relation to Table III. For exam- 
ple, in the private agencies we find the 
highest mode of $150 in the Middle At- 
lantic area; half of the 1115 staff nurses 
in this area included in this study are 
employed in organizations with 100 or 
more nurses on their staff. For health 
departments the relationship does not 
seem to hold. In this same area, the 
highest proportion, 66 percent, of the 
1119 staff nurses employed in health 
departments and included in this study 
are on staffs of the larger agencies (100 
or more nurses). The mode we find 
from Table IV is, however, exceeded by 
New England, the Middle West and the 
Far West. 


TABLE IV 
Mode of Monthly Salaries of Staff Nurses by Geographic Section 


Public health 


nursing Health Both 
Section associations departments combined 
New England $125 $150 $150 
Middle Atlantic 150 125 125 
South .... j 125 125 125 
Middle West 125 150 125 
Far West 125 150 150 
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The median salaries of the private 
agencies in the various sections do not 
differ markedly from the median of 
$123 for the country as whole, except 
for the South, where the median is $112. 
The median salary in health depart- 
ments is higher than for the private 
agencies in each of the areas, and is 
lowest for the South. (See Table V.) 

Table V is included for those inter- 
ested in further statistical details rela- 
tive to salaries of staff nurses. The 
median salaries are shown, classifying 
the nurses by size of city in which the 
agency is located, by size of staff, and 
by geographic section, similar to Tables 
II, 111, and IV which give the mode sal- 
ary according to these classifications. 
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SALARIES OF SUPERVISORS 


Table VI shows for the specialized 
and generalized supervisors the number 
included and the median salaries for 
each group. 

The median salary of supervisors in 
both the private agency and in health 
departments is higher than the medians 
found in last year’s study. For the for- 
mer agencies it is $155 as compared with 
$152 in 1936, and for the latter it is 
$171 as compared with $168. Again we 
find that the health department median 
salaries are the higher; also, as was 
found to be the case last year, the figures 
for the generalized are higher than for 
the specialized supervisors. An analysis 
of the salaries of this group by the size 


TABLE V 
Median Monthly Salaries of Staff Nurses 


Pusiic HEALTH 


NURSING ASSOCIATIONS 


HEALTH 


DEPARTMENTS 


No. of No. of 
nurses Median nurses Median 
By Size of City 
1,000,000 and over 718 $141 1382 $140 
500,000 to 1,000,000 494 128 052 129 
250,000 to 500,000 401 119 511 122 
100,000 to 250,000 015 119 377 122 
50,000 to 100,000 247 114 188 123 
25,000 to 50,000 223 120 41 129 
Less than 25,000 99 120 6 115 
Rural 71 136 67 126 
Total 2928 $123 3224 $135 
By Size of Staff 

100 and over 807 $136 1640 $144 
50 to 99 437 125 477 150 
25 to 49 489 116 420 120 
10 to 24 709 119 504 119 
2to 9 462 120 180 123 
PP 24 144 3 145 
Total 2928 $123 3224 $135 

By Geographic Section 
New England 582 $122 332 $137 
Middle Atlantic 1115 129 1119 144 
South 264 112 401 119 
Middle West 865 123 1124 134 
Far West 102 122 248 149 
Tota! . 2928 $123 3224 $135 
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of organization shows that in both 
types of agency, the larger the staff, the 
higher the median salary of supervisors. 

Twenty-seven agencies reported an 
educational director on their staffs, 22 
private organizations and five health 
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mum salary was $135, the maximum 
$265 and the median $185. The median 
salary in these agencies increases with 
the size of the staff. In the health de- 
partments, the median is $140, with the 
maximum of $200 reported by the larg- 


departments. In the former, the mini- est department in the group. 

TABLE VI 

Median Monthly Salaries of Supervisors 
Pusiic Heartu 
NuRSING ASSOCIATIONS DEPARTMENTS 
No. of No. of 
supervisors Median supervisors Median 
Generalized 231 $156 145 $173 
Specialized 86 152 86 163 
Total 317 $155 231 $171 


SALARIES OF DIRECTORS 
AND OF ASS'STANT DIRECTORS 


As Table VII indicates, the median 
salary of the director of nursing  in- 
creases with tbe size of the organization 
which she acministers. (This applies 
also to the salary of the assistant direc- 
tor.) The median for the director of a 


private agency is higher than for a direc- 
tor of health department nurses in or- 
ganizations of similar size. 

The median salaries of assistant di- 
rectors in health departments are not 
shown in this table, as only nine of the 
108 departments reported such person- 
nel on their staffs. 


TABLE VII 
Medicn M-nthly Salaries of Directors and of Assistant Directors by Size of Staff 


Pusuic HEALTH 
NURSING ASSOCIATIONS 


Asst. Directors 


Size of staff Number Median 
100 and over . 5 $225 
50 to 99 6 248 
25 to 49 8 19] 
15 to 24 8 170 
te 5 165 
6 ta 5 150 
2 te 5 5 125 
Total 42 


SALARIES OF SCHOOL NURSES 


The 104 boards of education included 
in this analysis employed 1135. staff 
nurses in schools. In addition 36 health 
departments had 353 staff nurses who 
were specialized school nurses. The 
mode of the annual salary of these 
school nurses combined is $1800 as com- 


HEALTH 
DEPARTMENTS 

Directors Directors 

Number Median Number Median 
5 $375 6 $233 
9 360 205 
16 241 10 203 
26 240 16 178 
25 200. 12 164 
390 193 10 155 
77 160 6 133 
197 68 


pared with $1700 last year. More than 
one-third of the school nurses receive 
$1800 or more. The minimum and 
maximum reported this year, $750 and 
$2900 respectively, are also higher than 
before. Last year the range was from 
$600 to $2200. The analysis of these 
salaries by geographic section indicates 
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that in the Far West more than half the 
school nurses are receiving $1800 or 
more a year. Salaries of the 125 school 
nurses reported for the South are all be- 
low $1700 a year. 

Only 44 of the boards of education 
studied report a nurse-director of school 
nurses. The salaries of such directors 
varied from $1250 to $4600 a year. As 
is the case for the directors in the private 
organizations and in the health depart- 
ments, the median salary increases with 
the size of the staff, being $2900 in a 
department of 50 to 100 nurses, and 
$1770 in an organization of two to five 
nurses. 


SALARY SCHEDULES AND INCREASES 


In reply to the question, “Have sal- 
aries been increased since January 
1936?”, about half of the private organ- 
izations replied, “Yes.”” Approximately 
the same proportion of the health de- 
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partments have increased salaries and 
two-thirds of the boards of education 
reporting on this question have done so. 
In the majority of cases, where increases 
were general rather than for particular 
considerations in individual cases, the 
increase was a restoration of cut pre- 
viously made rather than an automatic 
increase due in accordance with a salary 
schedule. 

In approximately 40 percent of both 
the private agencies and of the health 
departments, salaries are at their pre-cut 
level. This is true of the salaries of 
nurses in only 22 percent of the boards 
of education. Last year this figure was 
10 percent for these departments. In 
almost half of the agencies in which 
salaries have not been restored in full, 
they are 10 percent or less below the 
level prior to cuts. 

Salary schedules, which definitely 
specify a minimum salary, automatic in- 


TABLE VIII 


Distribution of Agencies According to Minimum and Maximum Salaries for Staff Nurses 
as Listed in Salary Schedules 


MINIMUM MAXIMUM 
Salary Public health Health Public health Health 
per month nursing associations departments nursing associations departments 

. 1 

70 1 

80 

85 1 

90 . 6 1 

05 2 

100 22 4 1 

105 6 1 2 

110 16 2 2 1 
115 14 7 

120 1 2 13 

125 10 a 13 
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creases at the expiration of certain pe- 
riods of service, and a maximum salary 
reached at the end of a specified period 
of service, were in effect in January 
1937 for staff nurses in 39 percent of 
the private organizations, and 23 per- 
cent of the health departments studied. 
Such schedules were in effect also for 
supervisors in approximately 10 percent 
of the agencies, both public and private. 
From Table VIII it will be seen that, for 
private agencies having a salary sched- 
ule, the most frequent minimum for a 
staff nurse is $100 and the most fre- 
quent maximum is $140. There are too 
few health departments represented in 
the sample to make similar conclusions 
for such agencies. 

In the majority of the private agen- 
cies, the maximum salary is reached in 
three years; for the health departments 
the most usual period is two years. The 
largest increment is generally given in 
the first year, where one increase is given 
after a period of three to six months and 
another at the end of the first year. 
After that the usual increase is $5 a 
month each year. 

In 25 of the 87 private agencies the 
scale is modified for nurses who on ap- 
pointment have had further preparation 
than the minimum requirements of the 
given agency. The modifications vary, 
but in all the initial salary is higher for 
such nurses; in some the maximum sal- 
ary possible is also above that for nurses 
without such special preparation, in 
others the maximum is the same in both 
schedules but is reached in a shorter 
period. None of the 22 health depart- 
ments which furnished details of the 
schedule of salary increases reported any 
modification for nurses with special 
preparation. 

Salary schedules were in effect for 
school nurses in 46 percent of the boards 
of education. Details as to schedules 
are available from 42 departments. The 
distribution of these agencies by mini- 
mum annual salary on appointment, and 
the maximum is shown in Table IX. 
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TABLE IX 
Distribution of Boards of Education According to 
Minimum and Maximum Salaries for Staff Nurses 
in Schools as Listed in Salary Schedules 


Annual Salary Minimum Maximum 

1 

_ 2 

1000... 7 

7 

3 

7 

2 

1 

4 
1 
2 
3 

1 
1 


The period required to attain the 
maximum is considerably longer than in 
health departments; the range is from 
two years to seventeen years, and in 
more than half it is eight years or over. 
Six of these 42 departments indicate that 
the salary scale is modified for nurses 
with preparation beyond the minimum 
requirements for appointment. 


SALARIES RELATED TO COURSES 


In their effort to maintain standards 
in public health nursing through well 
qualified personnel, agencies have adopt- 
ed certain minimum requirements rela- 
tive to academic education and profes- 
sional training. The replies to a ques- 
tion relative to this were not sufficiently 
detailed to make possible an analysis of 
requirements in academic education. 
However, the results of a tabulation of 
data in regard to public health nursing 
courses required of appointees in rela- 
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TABLE X 


Distribution of 


Pusiic HEALTH 
NursInG ASSOCIATIONS 


encies According to Minimum Salary of Staff Nurses on Appointment 
elative to Public Health Nursing So i 


urses Required 


HEALTH DEPARTMENTS 


Minimum 
Salary No Some Public health No Some Public health 
per month courses courses nursing certificate courses courses nursing certificate 
1 
85. 1 
1 
5 1 


tion to minimum salary offered is given 
in Table X. 

When some course is required for 
both the private agencies and the health 
departments the minimum offered at the 
start is $100; in agencies where it is less 
than $100, no course is required. Sev- 
eral agencies indicate that increases are 
not automatic, in that they are not 


granted merely at the expiration of the 
period specified, unless the ability of the 
individual nurse warrants the increase. 
An analysis of similar information 
furnished by 35 departments of educa- 
tion indicates that the minimum salaries 
offered by departments which require a 
public health nursing certificate are 
higher than for those who do not. 


Additional data given on the salary questionnaires this year relate to vaca- 
tion allowance in 1937 and also hours of work. The results of the analysis of 
this material will be presented in an early issue of PUBLIC HEALTH NURSING. 


THE AMERICAN JOURNAL OF NURSING FOR JUNE 
The Ketogenic Diet 


Cancer of the Rectum.......................... ...Leland B. McKittrick, M. D. and Alice R. Dalton, R.N. 
Evolution of a-Stupe Kettle. ...Pauline Carolson, R.N. 
Higher Admission Standards for Nursing Schools....................--.---.----------.-- Ruth Irwin Bier, R.N 


A Task and a Vision Is Joy Unspeakable Nellie X. Hawkinson, R.N. 
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Gleanings 


This department is devoted to new ideas regarding improvised equipment, 
publicity programs, administrative problems, etc. Send us your contributions! 


ARE YOU THERE? 


I am a rural public health nurse and 
out of the office from 10 a.m. until 4 
p.m. During that time there is no one 
to answer the telephone or take mes- 


A 
N MESSAGES 


Nurse is n 


Win Refoan a 


sages for me. I have devised a door- 
sign which serves that purpose well. I 
used a cigar box 5x7 inches in size and 
1 inch thick, which is cut off at the 
upper end leaving the back 1% inches 
higher than the front. Here notes may 
be dropped in the box, at the place 
where I have painted the word “Mes- 
sages.” 

On the left side of the box is printed 
“Nurse is.”” To the right of this are two 
small slits, 2 inches apart, in which I 
insert a slip of paper telling where I 
am—for example, “in Glendo.” Under- 
neath is printed “Will return at,” and 
directly under this I have painted a 
clock face with hands screwed in place. 
I set the hands at the hour I expect to 
return. 

This has been a very satisfactory way 
of receiving messages from people in my 
community. 

LILLIAN ReEtzLorr, R.N. 
Wheatland, W yoming 


TEACHING THE CHILD SAFETY 


An article which gave the appalling 
figures on motor accidents in this coun- 
try attracted my attention and I de- 
cided that I could definitely help my 
child to safety by training him to be a 
responsible pedestrian. For two years 
1 accompanied Jerry to nursery school 
and kindergarten, and during all that 
time we never crossed a street in the 
middle of the block, nor cut a corner 
diagonally, no matter how late we had 
been in starting. Then, I insisted that 
he direct me across the streets. In the 
beginning, I explained what constituted 
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a safe position. Then I saw to it that 
we stopped definitely at every curb, to 
give the youngster time to look over the 
situation. I was amazed at the intelli- 
gent judgment he displayed. There 
were times of course when he made the 
wrong decision, but I corrected him only 
in an advisory capacity. He always be- 
lieved that the responsibility was his. 
Even when there was a light at the 
crossing, I let him say “when.” After 
a year of this training, Jerry qualified 
as a responsible pedestrian. 


—Parents’ Magazine, April 1937, page 34. 
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The Public Health Nurse in the Control of 
Syphilis and Gonorrhea 


By GLADYS L. CRAIN, R.N. 


Epidemiologist, Massachusetts Department of Public Health, Boston, Massachusetts 


Part VI 
Facts About Gonorrhea 


has been known since the dawn 

of civilization. Its history is in- 
extricably interwoven with the records 
of man’s progress. Ancient writings of 
the Chinese, the Hindus, the Romans 
and the Greeks describe the disease with 
accuracy and give prescriptions for its 
treatment and cure. In the hygienic 
code of the early Hebrews there is rec- 
ognition of its infectiousness and modes 
of transmission; and Moses is said to 
have been the first law giver to provide 
effective public health measures for its 
control. 

During the middle ages gonorrhea was 
hopelessly confused with syphilis. Sci- 
entists sacrificed health and life to no 
avail in attempts to demonstrate the 
truth of their theories about it. 

It was not until 1879 that Albert 
Neisser, an assistant in the University 
Clinic of Dermatology at Breslau, an- 
nounced his discovery of the causative 
organism of gonorrhea in an article en- 
titled, “A New Species of Coccus Spe- 
cific to Gonorrhea.” His work was based 
upon studies of male and female patients 
with urethritis and children with oph- 
thalmia. He proved conclusively that 
the diplococcus which he saw in his 
stained slides was capable of producing 
gonorrhea and no other disease. 


CG ts been kn is a disease which 


STARTLING EXTENT OF DISEASE 


In spite of the fact that gonorrhea has 
been known for centuries and has gained 
the attention of such brilliant minds as 
Hoang Ti, Moses, Galen, Hippocrates, 


John Hunter, Benjamin Bell, Ricord and 
Neisser, little progress has been made 
toward the eradication of this plague. 
Gonorrhea has been both feared and 
made light of by the general public. It 
has been avoided by the reputable phy- 
sician. Its presence in the community 
has been ignored by society, and dis- 
credit and ridicule have been the reward 
of many who have attempted to solve its 
complicated social and medical problems. 
As early as 1875 the United States recog- 
nized the public health significance of 
this disease, but not until the acceptance 
of the Chamberlain Kahn Act in 1918 
was any definite action taken toward its 
control. Twenty years ago a former 
Health Commissioner of Massachusetts 
predicted that if data could be obtained 


relative to the extent of syphilis and_ 


gonorrhea in communities, we would be 
amazed at the prevalence of these dis- 
eases. Today statistics have been col- 
lected and studied. Recently the United 
States Public Health Service has pub- 
lished an analysis of figures based upon 
29,000,000 of this country’s population. 
Conclusions regardirg the prevalence of 
gonorrhea are startling. It is estimated 
that 1,037,000 fresh infections come to 
medical attention annually, and that on 
any given day nearly 500,000 persons 
with gonorrhea are under treatment or 
observation.* This state of affairs is due 


*Usilton, Lida J. Trend of Syphilis and 
Gonorrhea in the United States—Based on 
Venereal Disease Information, 
Vol. 16, 


Treated Cases. 
United States Public Health Service. 
No. 5, May 1935. 
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not only to the unfortunate attitude of 
the public and the professions toward 
this disease but also to other factors 
among which are the following: 


1. Gonorrhea cannot be studied as 
other diseases are, through animal ex- 
periments. Up to the present time no 
one has successfully inoculated any of 
the lower animals with this disease al- 
though many attempts have been made. 


2. Laboratory methods for staining 
and culturing the gonococcus have not 
been standardized. There are wide varia- 
tions in method and in interpretation of 
results. 


3. No drug has been discovered which 
will check the progress of gonorrhea or 
kill the gonococcus, as the arsenicals 
destroy the spirochaeta pallida, or arrest 
the advance of a syphilitic infection. 


4. There has been great difficulty un- 
til recently in obtaining grants of money 
for research purposes. Comprehensive 
studies are needed on this tremendous 
problem. 


FUTURE HOLDS PROMISE 


The management of gonorrhea is 
fraught with difficulties, but such ob- 
stacles have only created a challenge 
and an impetus to the pioneering spirit. 
In 1930 an enterprising group of phy- 
sicians came together to found the Neis- 
serian Medical Society of Massachusetts. 
The purpose of this organization was to 
study the gonococcus and gonococcal in- 
fections, to evaluate present treatment 
methods, and to evolve acceptable and 
efficient standards for the control of this 
disease. In 1934 the American Neis- 
serian Medical Society was organized as 
a result of the wide interest created by 
the activities of the Massachusetts So- 
ciety. The national organization has 
nearly 500 members from most of the 
states, Canada, Cuba and Puerto Rico, 
Many of these physicians have national 
or international prominence. Each ap- 
plicant is chosen because of his demon- 
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strated ability in research, medical sci- 
ence or public health. With such an 
influential group to sponsor an attack on 
the gonococcus, the future holds promise 
of appreciable progress in the control of 
this public health menace. In 1932 the 
National Research Council and_ the 
American Social Hygiene Association 
undertook a coéperative project for pro- 
moting the study of gonorrhea. They 
proposed to ‘‘collect, analyze and collate 
the facts already established, and the 
efforts now in progress to add to the 
knowledge of the gonococcus and gono- 
coccal infections, especially as regards 
bacteriology, pathology, immunology 
and serology, the mechanism of infection 
and the forms of therapy.””? 

The first report of the Committee was 
published in 1936. It contained a sum- 
mary of research work done in Europe 
and America on gonorrhea. Such a com- 
pilation when completed will be the 
foundation upon which a superstructure 
of new knowledge and more efficient 
techniques may be built. 

It is encouraging to know also that 
the American Public Health Association 
is now working on the evaluation of 
laboratory procedures in the diagnosis 
of gonorrhea. 

The present situation is characterized 
by discouragement and confusion on the 
one hand, and activity and enterprise 
on the other. 


MODE OF TRANSMISSION 


The organism which causes gonor- 
rhea is a gram-negative diplococcus. It 
is differentiated from other cocci by its 
arrangement in pairs, its preference for 
special culture media, its presence with- 
in polymorphonuclear leukocytes, or pus 
cells, and its reaction to the gram stain. 
The gonococcus is a fragile anaerobe, 
which is killed by mild disinfectants, 
soap and water. It may thrive for a 
time on moist surfaces outside the body 
but dies quickly when exposed to sun 
and air. Within the human body the or- 
ganism has a predilection for thin, deli- 
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cate epithelium. Since this type of 
mucous membrane is found in the lining 
of the genito-urinary system gonorrhea 
is chiefly confined to these areas. The 
modes of transmission are nearly always 
sexual. Chance infections in adults are 
extremely rare, although it is claimed 
that the disease may be acquired on oc- 
casion by using such recently contami- 
nated articles as towels, toilet seats, 
douche nozzles. Childhood infections, 
on the other hand, are frequently acci- 
dental. 

The period of incubation for gonor- 
rhea ranges from a few days to a week 
or more, the average time being about 
five days. The urethral orifice is usually 
the primary site of infection in both 
male and female, although the uterine 
cervix may be infected at the same time 
in the female. The first symptoms are 
those attending any local inflammation 
(redness, itching, burning and pain of 
the parts affected). The pain may be- 
come intense on urination. This condi- 
tion lasts for a few days and is followed 
by swelling of the external genitalia and 
a discharge of mucus and pus. 


PROGRESS OF INFECTION 


The progress of a gonococcal infection 
in the adult may be summarized as a 
period of local inflammation, followed 
by an extension of the disease through 
the genito-urinary tract and _ possibly 
later, a generalized infection in which 
gonococci may be transferred to various 
parts of the body by metastasis. Of the 
numerous metastatic complications, 
arthritis is the most common. The gon- 
ococcus may be found in such cases in 
the inflamed synovial membrane, or the 
fluid of the joints involved. Keratitis, 
iritis, endocarditis and meningitis are 
relatively rare types of metastatic in- 
fections. The two latter forms of the 
disease are fatal. 

An important point to remember is 
that the gonococcus may live for months 
in the tissues of the genito-urinary 
system, (after external symptoms of in- 
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fection have ceased) only to become vir- 
ulent and active again when transferred 
to the healthy tissues of another person. 
This makes difficulties in the epidem- 
iological tracing and control of sources 
of infection in the community. 

In order to understand the course of 
a gonococcal infection, it is necessary to 
have a working knowledge of the 
anatomy of male and female reproduc- 
tive systems. Such descriptive material 
is beyond the limits of this paper and 
may be found in textbooks on the sub- 
ject. Briefly, gonorrhea in the male is 
at first confined to the anterior urethra. 
Because of the continuity of columnar 
and transitional tissue, with which the 
structures are lined, unwise management 
of the disease or neglect of treatment 
may cause an extension of the infection 
to the posterior urethra, the prostate 
gland, the seminal vesicles, and the epi- 
didymis. If the latter is infected the 
tortuous tubules may be permanently 
damaged and sterility result. Patients 
frequently think they are cured when 
discomfort and other obvious symptoms 
disappear, but an infection of the pros- 
tate and vesicles is difficult to eradicate 
and may go on to a generalized infection 
and serious incapacitating complications. 


SOCIAL SIGNIFICANCE 


Although there are three times as 
many cases of gonorrhea reported in the 
male as in the female population, the 
social significance of the disease lies in 
its prevalence among women. The tre- 
mendous toll in suffering and even death 
from various complications cannot be 
estimated. The relation of salpingitis to 
gonorrhea, the intractableness of the dis- 
ease, the tragedies fo.lowing pregnancy 
(whether sepsis or one child sterility) 
have been reported again and again in 
medical literature, and demonstrated in 
daily experience. Gonorrhea in the fe- 
male may be said to have three stages. 
The first is characterized by local in- 
flammation and infection of the glands 
of Skene and Bartholin and of the cer- 
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vix, and surrounding tissues. Several 
weeks later, usually about the time of 
menstruation, there is an extension of 
the disease to the pelvic organs—the 
uterus, the tubes, the ovaries. During 
this time the chief symptoms are a dis- 
charge of mucus and pus, irregular men- 
strual periods with excessive flowing, 
low abdominal pain or acute attacks 
which indicate infection in the tubes or 
peritoneum. 

Later in the course of the disease de- 
generative changes may take place in the 
pelvis. There may be a_ premature 
menopause with accompanying vaso- 
motor disturbances. Neurotic symptoms 
are common, chronic invalidism is not 
infrequent, and sterility is a tragic end 
result especially if the patient is young. 

Gonorrhea is diagnosed by the use of 
stained smears made from the discharge 
of patients. In the early acute stage 
the organisms may be readily seen un- 
der the microscope. In the chronic 
stage it is extremely difficult to find the 
gonococcus in a smear, and cultures, or 
blood tests are resorted to. These last 
are, in principle, like the Wassermann, 
or the flocculation tests used in the 
diagnosis of syphilis. 

PENETRATES SUBMUCOSA 


A significant fact from the standpoint 
of treatment is that the gonococcus does 
not live long on the surface of mucous 
membrane, but penetrates the intracel- 
lular spaces into the submucosa where 
it lies buried. In the 19th century when 
antisepsis was first introduced, it was 
thought that powerful drugs would kill 
the gonococcus and cure the patient. 
Chlorate of lime, sulphuric acid and car- 
bolic acid were among the remedies used. 
Such practices led to irreparable injuries. 
It is recognized today that no drug is a 
specific for the gonococcus. None has 
been found which will reach the organ- 
ism in the submucosa. The purpose of 
treatment is to cleanse and stimulate the 
tissues in order that they may be better 
able to fight the infection. Mucous mem- 
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brane is extremely delicate and is easily 
inflamed and traumatized by harsh 
methods. The mildness of solutions and 
gentleness in administering them is one 
of the most important elements in treat- 
ment and in the prevention of an up- 
ward extension of the infection. 

It would be only confusing to go into 
the details of treatment and the drugs 
employed. Their name is legion and 
each has its advocates and shortcomings. 
Aside from such preparations as those 
of silver potassium permanganate, and 
acriflavine—diathermy, vaccines and 
nonspecific protein therapy have been 
employed with variable success. 

Destruction of the infected glands 
which are chronic foci of infection is ac- 
complished by means of cauterization or 
incision. Also in severe complications 
major operations may be a last resort. 

ESSENTIALS OF TREATMENT 


Essentials in the early treatment of 
female patients are regularity of treat- 
ment and scrupulous cleanliness. Vaginal 
douches and irrigations of the external 
genitalia with hot normal saline, boric 
acid or sodium bicarbonate or hot sitz 
baths are used to reduce inflammation 
and cleanse the parts. The treatment 
of the male patient is the same in prin- 
ciple, emphasis being placed on scrupu- 
lous cleanliness and the use of mild solu- 
tions for irrigating. For both sexes ab- 
stinence from alcohol and sex activity 
are absolutely essential. In the last 
analysis, however, our best ally for cure 
is an untraumatized mucous membrane 
for here originates largely if not solely 
the curative processes which will elimi- 
nate the disease. 

Gonorrhea like syphilis is a family dis- 
ease and one of the greatest enemies of 
childhood. It not only prevents life, but 
the presence of the disease in the mother 
may result in an infection of the eyes of 
the newborn. Ophthalmia neonatorum 
may usually be prevented if a silver 
preparation is instilled in the eyes of 
every baby at birth, but it is also essen- 
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tial, if prevention is to be assured, that 
every infected mother receive treatment 
during pregnancy. 


GONOCOCCAL VULVOVAGINITIS 


A serious infection in children is 
gonococcal vulvovaginitis in preadoles- 
cent girls and, rarely, urethritis in little 
boys. Vaginitis may be caused by a 
variety of organisms or etiological fac- 
tors which in no way implicate the gon- 
ococcus. However, it is estimated that 
more than 10 percent of all the reported 
gonorrhea in the female occurs in girls 
under the age of puberty. These chil- 
dren are highly susceptible to chance in- 
fections, since the genitalia are unde- 
veloped and protected only by a single 
layer of columnar epithelium. After 
puberty, the cells change to the squa- 
mous type which is resistant to the 
gonococcus, hence the rarity of acci- 
dental infections in the adult. The most 
frequently reported source of infection 
in children is some other member of the 
family or household. Children apparent- 
ly may acquire gonorrhea by sleeping 
with an infected individual, or through 
such contaminated articles as sheets, 
towels, and toilet seats, although just 
how infection occurs is unknown. The 
disease may also be transferred by an 
infected attendant who is careless about 
matters of personal hygiene. No one 
with gonorrhea should have the intimate 
care of little girls. The importance of 
family contact examinations, from the 
standpoint of case finding and ruling out 
the source of infection cannot be too 
greatly emphasized. 

The first symptoms in the child are 
similar to those in the adult and there- 
fore need not be repeated here. Fortu- 
nately the infection in preadolescent 
girls does not generally extend beyond 
the cervix. Very probably the absence 
of menstruation is a protection to the 
pelvic organs, and the rudimentary de- 
velopment of glandular tissue also pre- 
vents a spread of infection to the upper 
genital tract. 
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A common complication of a gonococ- 
cal infection in females, both adult and 
children, which is frequently missed in 
medical examinations is gonococcal proc- 
titis. For this reason the rectal ther- 
mometer may become a dangerous in- 
strument, and the cause of outbreaks of 
gonococcal vulvovaginitis and even 
urethritis on children’s wards. 

THERAPY REQUIRES PATIENCE 


Practically all of the methods which 
have been used in the treatment of adults 
have found their counterpart in the 
treatment of children, and it is safe to 
say that at present none is entirely satis- 
factory. Whatever type of therapy is 
chosen whether the sitz bath, the douche, 
or suppository, it is necessary to dem- 
onstrate each step to the mother who is 
responsible for the home care of the 
child. Especial emphasis should be 
placed upon the need for extreme gentle- 
ness and patience in giving treatments, 
also the value of personal and general 
hygiene. Protection of other members 
of the family must be planned for, and 
accidental infection of the child’s eyes 
prevented, through frequent cleansing of 
the hands. 

Theelin therapy for the management 
of gonococcal vaginitis is a recent de- 
velopment and is based upon the fact 
that resistant infections are cured spon- 
taneously at puberty when the vaginal 
mucosa changes from columnar epithe- 
lium to the squamous type. 

The administration of the female hor- 
mone to preadolescent patients results in 
a premature development of squamous 
cells. This method needs much more 
study and trial before its value can be 
justly estimated. 

The above review of the diagnosis 
and treatment of gonorrhea shows how 
unsatisfactory is our present knowledge 
and how imperative is a serious concen- 
tration on all the phases of this vast 
public health problem. Public health 
nurses have an important role in the 
control of gonorrhea as it affects the 
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family, particularly when problems 
touch upon maternal and child welfare, 
and those mental health considerations 
which accompany the disease in all its 
manifestations. The following quotation 
which was originally applied to the 
management of syphilis is equally ap- 
propriate here: 


SUGGESTIONS FOR 


Report on an actual family where 
vaginitis has been discovered in one of 
the children. Discuss your contact with 
the family, plans for home treatment of 
the child, protection of all the members 
in the family group. Did other agencies 
play a part in the solution of this family 
problem? What was your relationship 
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“Effective treatment—may indeed be 
mechanized to a certain perfection by 
knowledge. But the uprooting of the 
disease from its hold on humanity is 
done by the eye, the voice, the under- 
standing and sympathetic spirit, without 
which all our much gathering of knowl- 
edge is but the unliving dust.’” 


STAFF DISCUSSION 


to them? What was your particular con- 
tribution? 


What other health and social situa- 
tions did you discover in this family? 
Discuss your findings regarding the 
source of infection. Were you able to 
arrange for contact examinations? 
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Nurse-of-the-Month 


HESTER CHAPMAN 
Idaho 


June’s nurse-of-the-month was born and 
raised on a stock ranch in Idaho. For her 
early education she had to cross Snake River 
in a row boat and walk two miles. Somewhat 
later she graduated from the State Normal 
School at Lewiston, Idaho and followed this 
by a year’s teaching in a one-room mountain 
school, before entering the school of nursing 
at St. Joseph’s Hospital, Lewiston, Idaho. 

At her home hospital she was obstetrical 
supervisor for the first year and a half atter 
graduation, when she resigned to take post- 
graduate work at the Chicago Lying In Hos- 
pital. 

Miss Chapman returned to Idaho and di 
private duty for a year before taking the posi- 
tion as District Nursing Supervisor under the 
ERA. This was followed by a course in public 
health nursing at the University of Washington 
after which she returned to Idaho once more 
as county nurse in Shoshone County on a 
three-way participation basis consisting of the 
common school districts, the local American 
Red Cross Chapter and the State Department 
of Health. 


STATE SETTING: 2597 square miles of rugged mountains relieved only by a few 
mining towns and scattered lumbering camps, known as Shoshone County, 


Idaho. 


Actors: A vitally human cast of 20,000 men, women, and children, and one coun- 


ty nurse. 


SCENE ONE 

The lady in blue pauses to check the 
directions. The old weather-beaten log 
house with the board lean-to fits the de- 
scription. Before proceeding she glances 
on down the names not yet checked off 
—she is reassuringly near the end of a 
list she compiled following the tubercu- 
lin testing of 2000 school children in co- 
operation with the field nurse of the 
State Anti- Tuberculosis Association. 
There was a positive reactor in each of 
these homes and the nurse is determined 
to locate that ofttimes elusive ‘‘source 
of contact” in an endeavor to bring it 
under control. This is one of her major 
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problems, thus accounting for her grave 
mien on this sunny morning. 


SCENE TWO 


The same nurs: is introduced and 
rises to speak before a community gath- 
ering in a small town. As she eagerly 
proceeds to unveil the mysteries and ex- 
pound the virtues of immunization, a 
very bored appearing gentleman resign- 
edly reaches in his pocket, pulls out a 
box of aspirin and takes one! 

The scene shifts to a day two weeks 
later, in the same community. The 
nurse is clearing up after a very success- 
ful smallpox immunization clinic. Not 
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only have the hitherto unvaccinated 
school children been cared for but the 
community's crop of preschool children, 
and some of the mothers. 


SCENE THREE 
A mother stops the nurse on_ her 
rounds one day to tell of her delight in 
the improvement of her son’s school 
work since he had had his glasses fitted. 
She had not known before the routine 
inspection at school, and subsequent 
home call, that his vision was defective. 
SCENE FOUR 
The County Teachers’ Institute is in 
progress. A general session is being 
held. The nurse makes a short intro- 
ductory speech on the value and neces- 
sity of the routine morning health in- 
spection. This is immediately followed 
by an actual demonstration by one of 
the teachers, showing her methods (and 
very good ones they are) of carrying 
out this daily inspection. 


SCENE FIVE 


Word has been sent out ahead that 
the nurse will be at the school on a 
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given day. The day has arrived, and 
with it, the nurse. Twenty mothers 
come with as many preschool children. 
After the routine inspections are com- 
pleted there are individual conferences 
with each mother, then group discus- 
sions on subjects of interest to everyone. 


SCENE SIX 

“A meeting of the County Nursing 
Activities Committee will be held at 
-_—-’’—so read the notices sent out. A 
new chairman is to be elected and the 
main topic to come up for discussion is 
the method to be taken in enlarging the 
scope of public health in the county—a 
vital step at this time. 


SCENE SEVEN 


A woman, dressed in the conventional 
blue of the Idaho public health nurse, 
slowly and sadly wends her way down a 
narrow rocky road, following a steep 
mountain side; slowly, because after 
eight miles she is footsore and weary; 
sadly, because she is leaving behind 
her a car, stalled with a broken fuel 
pump. 

Exit 
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Computing the Cost of a Visit 


By ANNA J. MILLER 


Statistician, National Organization for Public Health Nursing 


A new method of determining the 
percentage of the total cost charge: 
able to visiting was described in the 
December 1934 issue.* This article 
has been prepared to meet the need 
for further instructions about the 
application of the new method 


N DETERMINING the cost of a 

visit, the percentage of total cost 
which is chargeable to visiting is re- 
quired. By the new method, the ratio 
of the number of visits actually made to 
the theoretical number possible if all of 
the nurses’ time had been devoted to 
visiting, is used as the proportion of the 
total cost chargeable to visiting. (By 
the previous time-basis method, the 
actual time spent in visiting as related 
to the total working-time is used to de- 
termine the proportion of the total cost 
chargeable to visiting.) 

The method outlined in the article for 
determining the theoretical number of 
visits possible is as follows: A sample of 
the staff nurses’ daily reports for the 
year is taken, this sample to consist of 
the reports for days on which the nurse 
engaged in no activity other than mak- 
ing visits. From these sample sheets the 
average number of visits per day per 
nurse is determined. The number of 
visits possible if all the nurses had de- 
voted each day on duty entirely to vis- 
iting is computed by multiplying this 
average by the number of nurse-days in 
the year. 

At the last meeting of the Service 
Evaluation Committee held on Decem- 
ber 14, 1936, attention was called by an 
insurance company to errors made in the 
application of this visit-basis method. 


*National Organization for Public Health 
Nursing. The Cost of a Visit. Pusric HeattH 
Nursinc, December 1934. 
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Figures submitted to this company indi- 
cate that results obtained by applying 
the visit-basis method are, in some 
instances, obviously inaccurate. This is 
indicated by the fact that the number 
of visits reported as having been actually 
made exceeds the theoretical possible 
number, as estimated from the sample 
of daily reports (outlined above). Also, 
it is found that in some instances the 
number of visits possible, as determined 
by this method, varies considerably for 
the same agency for successive years, 
without radical change in size of staff. 

In view of these facts the committee 
feels that the method is not being ap- 
plied correctly, and that further instruc- 
tions should be offered. 

The error is due probably to inade- 
quacies in the selection of daily report 
sheets. An essential of a sample for 
statistical purposes is that it be a ran- 
dom one. The sheets should not be 
selected with a view to including reports 
from particular nurses, or for particular 
days, since it should be representative of 
both the very slow and the very rapid 
worker, and the very heavy and the very 
light day. Further, it must be sufficient- 
ly large to eliminate chance variations. 

The original instructions issued by the 
insurance companies suggested including 
in the sample, three or four sheets for 
each nurse for each month, which is 
about 10 percent of the total number of 
sheets for the year. For more accurate 
results, it is now suggested that the 
sample be enlarged. The sample used 
in a small agency should constitute a 
larger percentage of the total sheets than 
is necessary in a large agency. The 
probability of error is reduced as the 
size of the sample is increased. 

Therefore, for organizations of less 
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than ten nurses, the method suggested is 
the use of at least 20 percent of the total 
number of sheets for the year. Larger or- 
ganization may use a smaller proportion. 
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A close agreement between the results, 
if both a large and a small sample are 
used, will indicate that the reduced 
number is a reliable sample. 


The Service Evaluation Committee 
Answers Some of Your Questions 


HE Service Evaluation Committee 

of the National Organization for 
Public Health Nursing, at its last meet- 
ing held on December 14, 1936, dis- 
cussed various questions which had 
been submitted by those in the field 
for decision. These questions arose in 
connection with the determination of 
the cost of a visit. The questions and 
the answers to them, agreed upon by 
the Committee, are as follows: 


Should rent for office space in a 
nurse’s home be included in the cost 
of a visit? 

As recommended previously, in a 
one-nurse agency an office or desk 
space separate from the nurse’s living 
quarters is considered essential. 

However, when her office is in her 
home, the estimated value of the space 
which she donates for office purposes 
cannot be included as an item in the 
cost-of-visit statement. If she is paid 
for the use of this space by the asso- 
ciation, such payments should be con- 
sidered additional salary; they are 
therefore chargeable to the cost of vis- 
iting, and should be included in the 
salary item. 


In a small agency, what is a reason- 
able proportion of a director’s salary 
chargeable to administration? In the 
cost of visit statement, what proportion 
is chargeable to visiting? 


Since no studies are available which 
furnish data on which to base an 


accurate reply to this question, an 
estimate of the distribution of her 
time between administration and 
field service can be used. It is 
estimated that the director of an or- 
ganization of 4 or 5 nurses devotes 3 
of her time to administration and com- 
munity activities, !3 to supervision, 
and '; to field service. Therefore, if 
for example, the average number of 
visits made per nurse in a given organ- 
ization of this size is 2400, the director 
would make approximately 800 visits 
during the year, in the event that one 
third of her time is free for field visit- 
ing. 

In reporting the total number of 
days on duty, how should fractions of 
days and days of unusual length be 
reported? 


In the insurance company cost-per- 
visit statement, each day on which the 
nurse is on duty is counted as one day, 
except the day on which she reports 
for her half day, which is counted as 
% day. (The half day may be Satur- 
day, or it may be any other day of the 
week.) If the nurse works overtime, 
that day is counted as one day. The 
day on which she is allowed time off to 
make up for overtime is counted as 
one day also. 

If the nurse works less than a full 
day, due to other reasons such as illness 
or a personal errand, that day is 
counted as a full day if she works more 
than a half day, and as a half day if 
she works a half day or less. 
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Should statements about the number 
of visits made by an agency, as report- 
ed in various sources such as news- 
papers, publicity material, and annual 
reports, agree with the number report- 
ed to the insurance companies in the 
cost-of-visit schedules? 


The Committee recommends that the 
figures given agree, in so far as possi- 
ble. This agreement is attainable if 
the standard definitions and procedures 
in visit count are followed, whether the 
figures are being compiled for cost pur- 
poses or for reports of service rendered. 
(It should be remembered that it is 
never wise to quote a newspaper report 
without checking with the agency.) 


Should field visits made in connec- 
tion with an activity not chargeable to 
the cost of a visit he included in the 
total number of visits used in the cal- 
culation? (For example, visits made 
to the home or elsewhere for purpose 
of follow-up of the school examina- 
tion. ) 


Such visits are included. Further, 
the time spent in such visits is not de- 
ductible time; only the time spent in 
the group activity (in this case in the 
school building) is used as a basis for 
determining the percent of cost de- 
ductible, when the time-basis method 
is used. 

To quote from an earlier decision of 
the committee: * 


“All visits made by the field nursing 
staff which are made in relation to the 
regular nursing program of work of the 
agency shall be included in the total 
number of visits used in computing the 
cost of a visit. Whenever an agency 
makes a call in relation to a special 
project, which is not a part of the regu- 
lar nursing program of work, these calls 


*National Organization for Public Health 
Nursing. Unpublished Supplement to Princi- 


ples and Practices in Public Health Nursing 
Including Cost Analysis (published by The 
Macmillan Company, New York, 1932), Part 
II, Computing the Cost of a Visit 


April 1933, 
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are not to be counted in the total num- 
ber of visits used in computing the cost 
of a visit. Also, the time spent in such 
calls is not chargeable to the costs of 
making visits. ‘The regular nursing pro- 
gram of an agency’ refers to the services 
rendered in relation to health super- 
vision, maternity, and morbidity ser- 
vices, and to services for special groups 
in a community, as school nursing ser- 
vices. It does not refer to special activi- 
ties which an agency may carry on from 
time to time either as a part of its gen- 
eral program for a year, or as part of a 
temporary piece of work. Examples of 
such activities would be: summer round- 
up of preschool children; immunization 
campaign; or investigation for relief in 
place of a social worker. As a rule, 
visits made in relation to such special 
activities are not to be included in the 
total number of visits used in computing 
the average cost of a visit. The time 
spent in relation to such special activi- 
ties when spent in a block and easily 
separable is not chargeable to the cost 
of making visit.” 


Shall the cost per visit of an organiza- 
tion be based on the full visiting pro- 
gram regardless of the fact that the or- 
ganization may be reimbursed separately 
for a specific portion of tts work? 

An example of such a situation would 
be visits made for a department of 
health or of public welfare, which are 
paid for by the department on a visit 
basis or in a flat sum. 

Such visits would be included in the 
number of visits used in determining the 
cost per visit; also the time spent in 
such visits would be included in the total 
cost used in the calcu'ation. 


Shall an association include in its 
financial statement the estimated value 
of donated services, material, or equip- 
ment when the donor is the nurse and 
when she is not reimbursed by the or- 
ganization for these expenses? 


No. Such donations should be ex- 
cluded. 
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Neblett’s Landing 


PATTIE R. SANDERS, R.N. 
Public Health Nurse, Department of Health, Bolivar County, Rosedale, Mississippi 


This little story from the monthly report of a southern rural 
nurse to her state director fairly begged to be published. We 
are therefore sharing it with our readers in spite of our space 
limitations which seldom permit the publication of case stories 


TATION one-one-nine calling 

district nurse. Case of 

cerebrospinal meningitis reported 

near Neblett’s Landing. Inquire at 
DeLassus’ home.” 

West District Nurse stirred, drew a 
long breath and sighed, “Well, Becky 
(the Ford), are your shoes all right? 
Been fairly easy sailing last few days. 
No mud holes, no punctures, patients 
easily located, very responsive and 
interested, but something tells me this 
will be no easy job. Neblett’s Landing! 
Go to Dahomey, turn west five miles to 
the river. (That’s only a plantation 
road and it rained two days ago!) ‘Turn 
south at levee; go five miles. (Umph, 
worse still—logging road.) Cross levee 
at second ramp, go mile and a half to 
the river.” 

“Becky” jaunted gaily down the road. 
Unlike her mistress, never did she tire 
of welldoing. The crisp autumn breeze 
brushed the nurse’s cheek and spurred 
her on. ‘Man with cerebrospinal menin- 
gitis,’ she mused. “Inquire at DeLas- 
sus’ home.” Giant trees and under- 
brush, garbed in their gorgeous autumn 
frocks of scarlet, russet and gold, bor- 
dered the winding road. Garlands of 
luscious red and purple berries hung 
from the boughs. A covey of quail 
darted across the trail. A squirrel scam- 
pered along in the tall brown grass. An 
eagle soared majestically overhead, while 
a mocking bird poured forth his love- 
song. All seemed at peace with the 


387 


world. Yet—here a mud hole to be 
looked upon with suspicion, there a 
rickety rail bridge to be crossed with a 
prayer. 

“Neblett’s Landing. Yes, this must 
be it; that was the second ramp.” A 
shanty perched high on posts for pro- 
tection when the mighty Mississippi 
would roar her way to the Gulf. There 
in a clump of willows overlooking the 
now placid water stood the DeLassus’ 
home. Over the door in bold, crudely 
formed letters: DeLassus Fish. 

A tall, undernourished woman, heavy 
with child, stood in the doorway. She 
clutched a squirming youngster to her 
breast. Her steel-blue eyes and the 
nervous movements of her body denoted 
fear. ‘‘Yes’m, the sick man lives in that 
houseboat out yonder. Jake tuck him 
to the hospital soon as he got sick. He’s 
still down there. Jake’s his boy. He’s 
in town with his pa. The old man came 
from up the river “bout six weeks ago. 
I never seen him for more than a week 
fore he got sick.” 

Loosening her hold on the child, she 
approached the rickety steps. She was 
more composed now. “Won't you come 
in, nurse? The house is powerful dirty. 
I felt so bad today. Yes’m, goin’ to be 
down in January. No, ma’am, I ain’t 
been able to see no doctor. Fishin’ ain’t 
been so good this year—river so low. 
Jim’s maw comes sometimes, but Lawd, 
nurse, she goes to bed fussin’ and gits up 
fussin’. In the mornin’s she shore opens 
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her mouth ’fore she does her eyes; and I 
jes ain’t in no condition for fussin’. . . . 
You want some of my water to test? All 
right, I'll be back in a minute.” 

She placed the baby on a pallet strewn 
with clods of dirt and dirty bread 
crumbs, a colony of flies buzzing around. 
Soon ‘she returned. 

“The baby? He eats most every- 
thing—never was sick a day in his life. 
Yes’m, I'd be mighty glad if you could 
get him fixed up with them shots for 
diphtheria. I can’t never git out eny- 
where. Been down here goin’ on two 
years. Yes’m, Jim can get tomatoes for 
the baby if he can’t get the oranges. 
We've got a goat for the baby’s milk, 
but the garden ain’t much—so dry. 
Jim’s been laying off to git some wire 
for the doors. The winders ain’t very 
big. Yes’m, I'll talk to him about it. 
Me and Jim’s crazy about the baby. 
I don’t know who'll take care of me. 
Jim’s maw was with me when Junior 
come. Didn’t have no trouble. Thought 
maybe Jim could get the doctor from 
town, but we can’t really afford him and 
I don’t know how he could get here if it 
was at night. I’ve got some things 
made—had some left over from Junior.” 
From a lower drawer of a dilapidated 
dresser she brought a simple, yet ample, 
supply of baby’s clothes. 

“Them’s nice bed-pads, nurse. I'll 
git Jim to bring me some newspapers 
when he goes ter town so I can make 
some pads like that. I'll make a binder 


too. My back hurts so at times. Yes’m, 


I'll talk to Jim "bout the doctor. Are 
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my kidneys all right? That’s good. I 
try ter drink plenty of water and I eat 
what I can git. Shore glad to git them 
books. I shore will do like they say. 
Thank you fer stoppin’ in. Ill be 
watchin’ fer yer to come again.” 


“Mind that mud hole, Becky.” Burrh! 
Burrh! Burrh! 

“Becky, for land sake! Now you 
have fixed us! Can’t go backwards, 
can’t go forwards; only man two miles 
up river.” Burrh! Burrh! 

“No use, Becky. You're overexerting 
yourself—getting hot. My kingdom for 
a man! Well, two miles up river 
muddy—a wee bit lonely too.” 

“Hey! Wait a minute.” A tall, sun- 
browned man clad in a khaki uniform 
appeared, seemingly from nowhere. “I 
thought you might have trouble. Pretty 
soft in here. I was watching you from 
the bank. Warden in these woods. 1 
see everything.” 

Burrh! Burrh! Push—push. 

“There you are, all ready to go. Better 
take the top of the levee back to town. 
Not many folks living down in here. 
You might get stuck again. I don’t be- 
lieve you nurses are afraid of anything. 
Goodbye.” 

“West district nurse calling station 
one-one-nine. Man with cerebrospinal 
meningitis hospitalized. Found one ex- 
pectant mother and fourteen-months-old 
child. Must arrange for medical care 
for mother, diphtheria immunization for 
child.” 
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NOTES from the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


SUCCESSFUL EXPERIMENT 


For a year the N.O.P.H.N. has been 
experimenting with a five-day week for 
the staff. The Executive Committee, at 
the time of its April meeting voted to 
continue the plan. 

Of course it is not really a five-day 
week because the office is always open 
on Saturday mornings with two execu- 
tives and three clerical people on duty. 
Then, too, there are many other Satur- 
days during the year when special work 
keeps members of the executive staff 
busy, but for the clerical staff the five- 
day week is an actuality except for those 
taking their turn on Saturday mornings. 

The Executive Committee feels that 
the N.O.P.H.N., as a health organiza- 
tion, should not be too far behind in the 
general trend now evident in this coun- 
try, toward a shorter working week. 

The modified five-day week proved to 
be workable during a year of experiment 
and has now become a permanent ar- 
rangement, much to the staff’s delight. 


WITH THE STAFF IN THE FIELD 


The sun shining into the N.O.P.H.N. 
offices finds many deserted desks these 
days. South, West and North go the 
staff. On May 1, Dorothy Deming ad- 
dressed the S.0O.P.H.N. at San Angelo, 
Texas; May 3, she visited Houston to 
discuss the possibility of a course in pub- 
lic health nursing at the University of 
Houston. May 4 found her in Little 
Rock, Arkansas, consulting with the 
Junior League Welfare Association 
about the establishment of a visiting 
nurse service there. After a week in the 
office she left for another extended west- 
ern trip. 

Evelyn Davis has been out of the 
office for almost a month. She spent a 
week in Minneapolis, conferring with 


the Community Health Service there 
and the Family Service at St. Paul and 
addressed the students of the public 
health nursing course at the University 
of Minnesota. In Michigan Miss Davis 
has visited Bay City, Saginaw, Grand 
Rapids, Lansing, and Detroit. A grand 
tour of the State! 

Ella McNeil, returning from her west- 
ern trip, spoke at the Industrial Nursing 
Section meeting of the Rock River Val- 
ley Safety Conference at Janesville, 
Wisconsin. 

Virginia Jones went to North Caro- 
lina, to address the Public Health Asso- 
ciation meeting at Winston-Salem. Next 
she visited the courses at George Pea- 
body College for ‘Teachers, the Univer- 
sity of Alabama at Tuscaloosa as well 
as William and Mary College and the 
Medical College of Virginia. 


SILVER JUBILEE HONOR ROLL 


“What a thrill and satisfaction it is to 
be able to display our Silver Jubilee 
Honor Roll Certificate!” This is part 
of just one of the many letters we have 
received from our 206 Honor Roll agen- 
cies. We know there must be hundreds 
more whose staffs are 100 percent en- 
rolled in the N.O.P.H.N. for 1937. Be 
sure to notify us as soon as all your staff 
are N.O.P.H.N. members. That is the 
only way we have of knowing that you 
too are eligible for a Certificate of 
Honor as a symbol of your loyal support 
of the N.O.P.H.N.! Don’t forget that 
any nursing staff—whether of a school, 
industry, health department, visiting 
nurse association, or any other organiza- 
tion—is eligible. We are planning to 
send state-by-state lists of Honor Roll 
agencies to all our state membership 
representatives soon. Why not send us 
the good news that your nursing service 
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is eligible to be included when the lists 
are sent? 


ALABAMA 
*Elmore County Health Department, 
Wetumka 
ARKANSAS 


**St. Francis County Nursing Service, 
Forrest City 

*Greene County Health Nursing Service, 
Paragould 


CONNECTICUT 
***#***District Nurse Association, Middletown 
*****Public Health Nursing Department of 
the United Workers, Norwich 
FLORIDA 
*Sarasota County Division of State 
Board of Health, Sarasota 
GEORGIA 
****The Savannah Health Center, Savannah 
ILLINOIS 
**Belleville Public Schools, Belleville 
******Visiting Nurse Association, Evanston 
**Public Health Nursing Association, 
Peoria 
INDIANA 
*****Public Health Nursing Association of 
Indianapolis, Indianapolis 
IOWA 
*Public Health Nursing Association, Des 
Moines 
*Health Department School Nurses, Du- 
buque 
***#**Visiting Nurse Association, Sioux City 
KANSAS 
*Public Health Nursing Association, 
Coffeyville 
***Wichita Public Health Nursing Associa- 
tion, Wichita 
KENTUCKY 
*Louisville Public Health Nursing Asso- 
ciation, Louisville 
LOUISIANA 
***Metropolitan Life Insurance Nursing 
Service, New Orleans 
MARYLAND 
***Carolina County Health Department, 
Denton 
MICHIGAN 
*Maternal and Child Health, Bureau of 
Child Hygiene and Public Health 
Nursing, Lansing 


MINNESOTA 
*Itasca County Nursing Service, Big 
Fork 
*Hennepin County Nursing Service, Min- 
neapolis 
*Minneapolis School Nurses, Minneapolis 


MISSOURI 
******Visiting Nurse Association of Kansas 
City, Kansas City 
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MONTANA 

*Jefferson County Nursing Service, Boul- 
der 

*Fort Peck District Nursing Service, Fort 
Peck 

*Division of Child Welfare, Helena 

*Montana ‘Tuberculosis Association, 
Helena 


NEW HAMPSHIRE 
******Concord District Nursing Association, 
Concord 


NEW JERSEY 
**American Red Cross Visiting Nurse Ser- 
vice, Jersey City 
NEW MEXICO 
**Curry County Health Department, 
Clovis 
***Rio Arriba County Nursing Service, 
Tierra Amarilla 
NEW YORK 
*****Cayuga County Committee on Tuber- 
culosis and Public Health, Auburn 
**Coney Island Sub-Station of Visiting 
Nurse Association cf Brooklyn, 
Brooklyn 
**Orthopedic Department of Brooklyn 
Visiting Nurse Association, Brooklyn 
*Orange County Committee on Public 
Health, Goshen 
****District Nursing Association, Lawrence, 
Long Island 
******Visiting Nurse Association, Syracuse 
NORTH CAROLINA 
*Duplin County Nursing Service, Bow- 
den 
*Metropolitan Life Insurance Nursing 
Service, Charlotte 
*Public Health Nursing Service, Wilkes- 
boro 
NORTH DAKOTA 
*Ramsey County Nursing Service, Devils 
Lake 
******City Health Department, Fargo 
OHIO 
**Metropolitan Life Insurance Nursing 
Service, Bellaire 
******Metropolitan Life Insurance Company 
Nursing Service, Cincinnati 
OKLAHOMA 
*Panhandle Health Unit, State Health 
Department. Guymon 
******Oklahoma City Pubiic Health Nursing 
Bureau, Oklahoma City 
*Payne County Health Unit, Stillwater 


OREGON 

*Malheur County Public Health Nursing 
Service, Ontario 

**Umatilla County Public Health Associa- 
tion, Pendleton 

*Multnomah County Public Health Asso 
ciation, Portland 

*Division of Public Health Nursing and 
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Child Hygiene, State Board of Health, 
Portland 


RHODE ISLAND 
******Cranston District Nursing Association, 
Cranston 
SOUTH DAKOTA 
*Brookings School, Brookings 
*Board of Education School 
Yankton 


Nurse, 


TEXAS 
***** Anti-Tuberculosis League, Houston 
*Cameron County Nursing Service, Rio 
Hondo 
VERMONT 


*Department of Public Health, Middle- 
bury 


JOINT VOCATIONAL 


reports the following place- 
ments and_ assisted place- 
ments during the months of 
March and April 1937. 


Marie Johnson, Assistant Director of Nursing, 
Metropolitan Life Insurance Company, New 
York, N. Y. 

Agnes E. Smith, Director of Children’s Health 
Camp, Washington County Tuberculosis and 
Public Health Committee, Cambridge, N. Y. 

Mabel Brown, Instructor, Summer Course in 
Public Health Nursing, University of Maine, 
Orono, Maine. 

Mary Margaret James, Assistant Director, 
District Nursing Association, Toledo, Ohio. 

Harriet Noyes, Clinic Supervisor, Troy Day 
Home, Troy, N. Y. 

Marion Bakken, Child Hygiene Supervisor, 
State Department of Health, Hartford, 
Conn. 

Lillian K. Meade, District Supervising Nurse, 
State Board of Health, Indianapolis, Ind. 
Margaret Bulkley, District Supervising Nurse, 
State Department of Health and Welfare, 

Augusta, Maine. 

Ruth Elizabeth Hoyt, Supervising Nurse, 
Venereal Disease Service, State Department 
of Health, Hartford, Conn. 

Mrs. Chastina Kendall, Case Worker, Mt. 
Sinai Hospital Social Service Department, 
New York, N. Y. 

Marion Thornburgh, Case Worker, Bellevue 
Hospital Social Service Department, New 
York, N. Y. 

Helen Armstrong, Case Worker, Lenox Hill 
Hospital Social Service Department, New 
York, N. Y. 

Mrs. Miriam Fox, Case Worker, Committee for 
Care of Jewish Tuberculous, New York. 
Mrs. Mary Lynch Lang, Medical Social 
‘Worker, Kings County Hospital, Brooklyn. 
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VIRGINIA 
*District 
chester 
WASHINGTON 
*Public Health Nursing Service, Water- 
ville 
WEST VIRGINIA 
*Metropolitan Life Insurance Nursing 
Service, Weirton 
WISCONSIN 
*Sawyer County Public Health Nursing 
Service, Hayward 
*#**** Attic Angel Division sponsors of Visit- 
ing Nurses, Madison 
*Bayfield County Nursing Service, Wash- 
burn 
*Washington County Public 
Nursing Service, West Rend 


Nursing Association, Win- 


Health 


SERVICE 

Jean Keatley, Public Health Nurse, Chil 
dren’s Fresh Air Camp and Hospital, Cleve- 
land, Ohio. 

Genevieve Duby, Field Nurse, Indian Service, 
Coeur Agency, Plummer, Idaho 
(through Office of Indian Affairs, Washing 
ton, D..C:). 

Lois B. Cox, Family Health Counselor, W. K 
Kellogg Foundation, Battle Creek, Mich. 
Joy Harmon, Family Health Counselor, W. K. 
Kellogg Foundation, Battle Creek, Mich. 
Agnes Zachariou, County Public Health Nurse, 
State Bureau of Public Health, Chamita, 

N. M. 

Lillian Kivisto, County Public Health Nurse, 

State Department of Health, Albany, N. Y. 


To Staff Positions 


Mrs. Helen O’Brien Daniell, Madeleine 
Leveque, and Mary A. Libby, City Depart- 
ment of Health, New York, N. Y. 

Mary E. O’Brien and Margaret Meagher, Vis- 
iting Nurse Association, New Britain, Conn. 

Mary A. Sullivan and Catherine Bastress, As- 
sociation for the Improvement of the Con- 
dition of the Poor, New York, N. Y. 

Mabel F. Reid, The Visiting Nurses, San 
Diego, Calif. 

Jean Clark, Atlantic Visiting Nurse and Tuber- 
culosis Association, Atlantic City, N. J. 

Marion E. Clark and Marian A. Wright, Visit- 
ing Nurse Association of the Oranges and 
Maplewood, Orange, N. J. 

Mrs. Margaret Gordon MacIntyre, Newton 
District Nursing Association, Newtonville, 
Mass. 

Mrs. Mary B. Bielefeld, Visiting Nurse Asso- 
ciation of New Rochelle, New Rochelle, 
N. Y. (Temporary). 


(For J.V.S. Assisted Placements see page 400) 


HEALTH 


A SCHOOL PROGRAM FOR EYE HEALTH 


Physical Aspects 
Part VI 


ESSENTIALS OF ENVIRONMENT 


In appraising the essentials of school- 
room environment for using the eyes 
with comfort and efficiency with regard 
to lighting, it is necessary to keep in 
mind that conditions vary depending 
upon whether natural or artificial illumi- 
nation is used, singly or in combination. 
The publication “Standards of School 
Lighting,’’* is a valuable reference for 
standard practices of school lighting. 
Nurses should find it useful in familiar- 
izing themselves with recommended 
practices as the content includes require- 
ments for natural and artificial lighting, 
with reference to source, diffusion, and 
intensity of illumination. 

A program for eye health should in- 
clude supplying children with desks 
which can be raised to the proper focal 
angle for reading. Not only does this 
promote .better conditions for eye hy- 
giene but stimulates the improvement of 
and the provision for better postural 
habits. 

Desks should be so arranged to avoid 


*Standards of School Lighting—With Sug- 
gested Requirements for a School Lighting 
Code. Prepared under the joint sponsorship 
of the Illuminating Engineering Society and 
the American Institute of Architects. Dis- 
tributed by the American Standards Associa- 
tion, 29 West 39 St., The Illuminating Engi- 
neering Society, 51 Madison Avenue, The 
American Institute of Architects, 115 East 
40 St., The National Society for the Prevention 
of Blindness, 50 West 50 St., all of New York. 


the necessity for any of the children 
facing the windows. In kindergartens 
and in libraries where tables are used 
for play and study, attention should be 
directed to the placing of tables and 
chairs so that no one needs to face the 
windows while working at the table. 
Where there is unilateral lighting, and 
the desks are properly placed so that 
the light comes from the left, it has been 
found that angling the desks slightly to- 
ward the inner corner of the room helps 
to avoid glare from the skyline. 

Where it is impossible for the school 
system to provide desks which can be 
raised to maintain the proper focal 
angle, book racks can be made by the 
students themselves. 

Very often the nurse has the oppor- 
tunity to suggest the color and kind of 
paint for decorating the walls that has 
the greatest reflection value yet is free 
from glare. 

While it is not always possible for the 
nurse to participate in the planning for 
and buying of school supplies, she can 
urge that the printed material used in 
addition to textbooks should be on paper 
that is free from glare and thick enough 
to prevent the print from showing 
through, and that the type is clear, sim- 
ple, and in even strokes tending toward 
broad letters rather than high ones. The 
space between the words and _ lines 
should be adequate in proportion to the 
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size of type used and good legibility re- 
quires contrast, such as black type on 
cream or white paper. 


ACTIVITIES CHECK LIST 


In any community it is essential for 
more than one person to be responsible 
for a program of eye hygiene in the 
schools in order that it may be adequate 
in all of its phases. The following out- 
line was developed to provide a means 
for checking facilities and practices. It 
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was prepared cooperatively by staff 
members of the National Society for the 
Prevention of Blindness. For conven- 
ience, the ‘Activities Check List of Eye 
Hygiene for School Children” is divided 
into four units. 


1. Eye examination procedures 
2. Record of eye findings 

3. Environmental factors and classroom 
practices 


4. Educational and community services 


ACTIVITIES CHECK LIST OF EYE HYGIENE FOR SCHOOL CHILDREN 
EYE EXAMINATION PROCEDURES 


Item 


Nurse 


Type and extent of appraisal 
central visua! acuity 
far 
peripheral vision 
muscle balance . 
color discrimination 
external parts of eye.................... 
refraction 


Equipment 
distance charts (Snellen) 


near charts 
ophthalmoscope 


Frequency of appraisal 
first examination 


later grade (specify) ................ 
reexamination 
(specify intervals ).................... 


Tests made by* 


Teacher 
School 
physician 
General 
physician 
Ophthal- 
mologist 
gi 
Other 
(specify) 


*Use letter “A” to indicate that all of the children are included in eye examination procedure; 


“P” to indicate that part of the children are included in the procedure. 


Fill in those spaces 


which best describe the services that are available to the group to be included. 


| | 
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RECORD OF EYE FINDINGS 
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Findings recorded on: 


separate eye record general health record 
Item Right eye Left eye 


. Central visual acuity 


with glasses (far) 

without glasses (far) 

with glasses (near)... 

without glasses (near) 
Peripheral vision limitations 
Muscle balance 
Color discrimination 
External parts 

lids . 

conjunctiva 

cornea 

iris <u 

pupil (inequality; reaction to 

light and accommodation) ... 

Internal parts 


lens 
other media 
fundus ........ 
Refraction 
cycloplegic (mydriatic) used: yes no 
prescription for glasses: right 
left ; 
glasses to be worn: constantly... close work only 


Diagnosis (ocular diseases or defects) 


Treatment recommended 
eye 
other (specify) 


Reéxamination recommended (date) 


Examiner: ophthalmologist other (specify) 


Educational guidance 


type of ciass: regular................. sight-saving braille 


eye work: no limitations ...... limitations (specify) 

time limit for close work.................... 

exercise and activities: no limitations.................0........... 
limitations (specify) ............ 


Remarks 


Recommendations for family follow-up 


Both eyes 


Responsibility for follow-up: physician........... 


| 
| 
| 
| 
| 
> 
t 
| | 
| 
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ENVIRONMENTAL FACTORS AND CLASSROOM PRACTICES 


Individual responsible 


Item 


rse 

| Teacher 

| Pupils 

| Janitor 


Illumination in school rooms 


natural 
intensities checked-—desks . 
adjustment of working ‘toe ‘Girection 
raising of desk top for efficiency and cousdort 


artificial 
inspection for replacement of bulbs 
turning on lights as needed.......... 


Illuminating test objects* 
acuity charts 
color tests 


‘ontrol of glare 

elimination of glossy surfaces 
removal of light sources from the field vision...... 
< placement of light sources to avoid marked con- 

trasts 


Classroom methods and equipment 


content of classroom instruction regarding eye 
Ee: opportunities for children to practice eve hy giene 
tg arrangement of schedules to eliminate unneces- 
sary or prolonged eye tasks 
adjustment of eve work after serious iliness. 
= selection of reading matter for legibility of type... 
z placement of illustrative material and blackboard 


writing near eye level of 
decoration of classroom 


*For a discussion of illuminating the chart for testing central visual acuity, see Part II, 
February 1937. ‘ 
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EDUCATIONAL, AND COMMUNITY SERVICES 


Item 


Eye health education program for teacher 
and nurse 


Manuals for guidance re: 
testing and recording eye findings 
follow-up procedures 
control of environmental factors.............. 
adjustment of classroom practices 
other (specify) 


Professional education in service 
lectures, institutes, 
discussion or study groups.......................... 
publications and bibliographies 


Facilities for eye care 
services available: general physician .......... 


school eye clinic ............ public eye clinic .... 


Other related facilities 
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Service provided by 
ls 
Es | <3 
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| 
.. ophthalmologist ............ other (specify) .................. 


.... Private eye clinic 


services available for examination and treatment for infectious and non-infectious diseases: 


syphilis ............ gonorrhea 


Financial provisions for care 
ES welfare agencies 
funds: service clubs 
treatment ............ glasses ............ 


tuberculosis .... 


eee public funds: educational . 
interested individuals . 


.... local infections ............ general health 


private 
. free clinics: diagnosis 


Facilities for special education of visually handicapped 


public school classes. 


private school classes 
state residential schools. 
private residential schools 


Each unit is fairly inclusive. As indi- 
cated in the outline, the school nurse is 
not solely responsible for each item, but 
the check list may help her in stimula- 
ting others to participate in a more ex- 
tensive school program for eye health. 
It is hoped that the check list will sug- 
gest items to be included in planning 
similar forms for local use. A limited 


parochial school 


supply of the outline will be available 
on separate forms and can be secured 
from the office of the Society. 


(Concluded) 


FrANctIA Batrp Crocker, R.N. 


Associate for Nursing Activities, Na- 
tional Society for ithe Prevention of 
Blindness, Inc., New York, N. Y. 


= 

and nutrition ............ 
partially seeing blind a 
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CASH RELIEF 
By Joanna C. Colcord. 263 pp. Russell Sage 

Foundation, New York, N. Y., 1936. $1.50. 

Private agencies for years have given 
relief in cash rather than in kind; moth- 
ers’ assistance and unemployment com- 
pensation have always been in cash; 
cash relief in Europe is all but uniform; 
nevertheless, in the United States, public 
relief agencies up to 1930 adhered to re- 
lief in kind. In Cash Relief Miss Col- 
cord gives the results of some of the 
depression experiences with cash relief. 

Bread lines and soup kitchens were 
abandoned early in the depression as in- 
adequate methods of feeding the unem- 
ployed. Commissaries are still used to 
some extent but are not advocated by 
experienced administrators. The most 
prevalent method of caring for the mil- 
lions in need has been relief in kind 
through the issuance of orders and 
vouchers. Both relief administrators and 
clients resented this method and asked 
such questions as: Does just losing a job 
deprive a family of thrifty habits? What 
is the effect of paternalistic relief vouch- 
ers upon morale? Are the commissary 
and food-order systems really cheap? 
Shall the majority be given grocery or- 
ders just to punish the cheating and lazi- 
ness of a few? 

Gradually many communities, espe- 
cially with the introduction of federal 
funds, experimented with partial or en- 
tire cash relief. Studies of comparative 
costs of relief in cash or kind although 
not very satisfactory have shown little 
differences in costs of relief itself, but 
marked reductions in administrative 
costs under cash relief. The anticipated 
problems of increased applications, mis- 
spending and overspending, failure to 
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pay current obligations, pressure of 
creditors, were found to some small ex- 
tent, but the majority of recipients have 
spent their money wisely. 

Advantages of cash relief to clients 
can be stated in their own words. One, 
a college graduate, wrote, “It is the per- 
son that has never had to ask for aid 
who assumes the attitude that cash given 
to the unemployed man is a deteriorat- 
ing factor.” Relief administrators re- 
ported that the advantages of cash re- 
lief were reduction in clerical expense, 
reduction in number of request and com- 
plaint visits to the office, increase of ef- 
fective time of social work staff when 
relieved of making out orders, improved 
relations between visitors and clients, 
better understanding with groups. 

The public health nurse has the op- 
portunity to see all kinds of persons and 
situations, and is in a position to refute 
the opinion of those individuals who 
think that the unemployed are a genus 
apart and that their needs should be met 
in a grudging and niggardly fashion. 

It is to be hoped that with the abate- 
ment of the federal relief program, the 
state will find means to finance relief in 
cash so that the millions of seif-respect- 
ing unemployed will not be submitted 
again to the ignominy of paternalistic 
relief in kind. HELEN I. CLARKE 

Madison, Wisconsin 


HEALTH QUESTIONS ANSWERED 


By W. W. Bauer, M.D 368 pp. The Bobbs-Mer- 
rill Company, New York, N. Y., 1937. $2.00. 


Utilizing the great public interest in 
matters of health and exploiting it for 
personal profit an army made up of 
charlatans, faddists, unscrupulous nos- 
trum makers and a few sincere but mis- 
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guided cultists daily bombard the people 
with propaganda purporting to be sound 
advice on health and disease. Newspaper 
and magazine advertisements, radio 
broadcasts, bill boards, car cards, lec- 
tures—all the common means and meth- 
ods are employed to influence the public 
in favor of this or that product or meth- 
od of treatment. A generation ago the 
situation was exploited mainly by the 
manufacturers of patent nostrums; dur- 
ing the past quarter century, however, 
the propaganda has been extended into 
the richer fields of food and nutrition, 
and of beauty culture. 

Health officials, the medical profes- 
sion as well as the publishers of reputa- 
ble newspapers and periodicals have long 
realized the dangers of the vast body of 
misinformation thus influencing the 
public. Health departments and medi- 
cal societies have established health in- 
formation services, they have organized 
series of radio broadcasts, and supplied 
speakers for popular lectures. The rep- 
utable newspapers have devoted space 
to health columns, and have come more 
and more to seek authoritative informa- 
tion on the treatment of health topics. 
The schools, especially the high schools, 
have enlisted in the work of health edu- 
cation. 

All this preamble in order that the 
reviewer may fittingly welcome the ap- 
pearance of a valuable new book which 
deserves the widest circulation. HEALTH 
QUESTIONS ANSWERED is an interesting 
compilation selected from more than 
ten thousand letters addressed to the 
American Medical Association, letters 
asking almost fifteen thousand questions. 
The answers were procured from au- 
thentic sources, including many consul- 
tants of national repute. 

From nearly twenty-five years’ inti- 
mate experience with work of this kind, 
the reviewer knows how difficult it often 
is to give really helpful information in 
response to such inquiries. Most of 
them come, naturally, from the ignorant, 
and for that very reason deserve atten- 
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tion if we aim to promote health educa- 
tion. Careful examination of Dr. 
Bauer’s book shows that the questions 
have been well selected so as to cover 
the entire field, and that the answers 
are highly informative and accurate. 

The material has been so well ar- 
ranged that the answers to a group of 
questions on a given topic give an ex- 
cellent picture of authoritative views on 
that subject. Consulting the index and 
finding the answer to his particular ques- 
tion, the reader is led to study the other 
questions and answers relating to the 
subject. These are so interestingly pre- 
sented that he will doubtless go on to 
other topics, all to his profit and educa- 
tion. 

The reviewer suggests that nurses 
familiarize themselves with this very 
helpful book and call it to the attention 
of their clientele. 

CHARLES BoLpuaNn, M.D. 
New York, New York 


REPORT OF THE SPECIAL COMMISSION TO 

STUDY AND INVESTIGATE PUBLIC HEALTH 

LAWS AND POLICIES IN MASSACHUSETTS 
1936 


Wright and Potter Printing Company, Boston, 

Mass., 1936. 

This study is much broader in its 
scope than its name implies including in 
the field of public health nursing for in- 
stance, number and_ distribution of 
nurses, training, services rendered, and 
recommendations. 

The Commission was headed by such 
men as Dr. Henry Chadwick, Chairman, 
and Dr. Wilson Smillie. Subcommittees 
were used in making certain parts of the 
study and the chapter on public health 
nursing reflects the presence on the sub- 
committee of a number of the outstand- 
ing public health nurses of the state. It 
is interesting also to note in the list of 
subcommittee members that lay people 
interested in public health were included. 

In discussing the organization of the 
State Health Department, the Commis- 
sion suggests a realignment of divisions. 
Public health nursing would then be 
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headed up in a bureau of that name. 
This would seem a vast improvement 
over the present set up where public 
health nursing is mentioned only as one 
of the “programs of the Division of 
Maternal and Child Hygiene.” 

This book will be of interest to many 
of our readers and especially to those re- 
sponsible for official health work 
whether in state or local departments. 


WILLS HOSPITAL EYE MANUAL FOR 
NURSES 


By Gladys FE. Cole. 202 pp. W. B. Saunders Com 
pany, Philadelphia, 1936, $1.75, 

The book is primarily a text on 
ophthalmic nursing. It gives, in detail, 
nursing procedures in caring for eye pa- 
tients. 

The chapter on orthoptic training is 
very brief, only about seven pages in- 
cluding several illustrations. While the 
subject is a comparatively new one for 
the nurse to consider, it is doubtful if 
the chapter will be of very much use to 
public health nurses in helping them to 
understand which cases need _ training 
and the why of the procedures outlined. 

Public health nurses who have had 
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very little, if any, experience in caring 
for eye patients might find the book 
helpful in enlarging their vocabulary 
(there is a good glossary attached), and 
of use if an eye patient is to be taught 
how to follow the ophthalmologist’s in- 
structions in his home. 

FRANCIA BAIRD CROCKER 


National Society for the Prevention 
of Blindness, Inc., New York, N.Y. 


HOSPITAL SURVEY FOR NEW YORK 


The Hospital Survey for New York* 
is being published by Little and Ives, 
435 East 24 Street, New York, N. Y. 


Volume I —-The Summary $1.00 
Volume II —Service $2.50 
Volume III]—Financial $2.00 


Set of 3 volumes $5.00 


Volume ITI includes the study of care of 
the sick by public health nursing agen- 
cies in the Metropolitan Area. This sec- 
tion of the survey was made by the 
N.O.P.H.N. This volume is now ready 
for distribution. Volumes I and III will 
be published in the near future. 


*Houlton, Ruth. “A Public Health Nursing 
Study.” Puspriic HeattH May 1937. 


RECENT PUBLICATIONS AND CURRENT PERIODICALS 


SOCIAL HYGIENE 


Meptcat Socrar Service IN SYPHILIS 
Ciinic. RECOMMENDED PRACTICES AND 
cepurEeS. These recommendations, drafted 
by the Committee on Problems of Syphilis 
Clinics of the Welfare Council’s Section on 
Medical Social Service were revised and 
edited by Valeria McDermott, secretary. 
Better Times, Vol. 18, No. 10, December 7, 
1936. 


All that is said here of the functions of the 
medical social worker in a syphilis clinic would 
seem to apply equally well to a public health 
nurse in a similar position. Another function 
ol the nurse, however, would seem to be to 
observe and report symptoms of any un- 
usual condition. 


Estimatep Cost OF MAINTAINING A PROGRAM 
FOR THE CONTROL OF GONORRHEA AND 
Sypuitis. N. A. Nelson, M.D. Venereal 
Disease Information, Vol. 17, No. 12, De- 


cember 1936. Superintendent of Documents, 

Washington, D. C., Se. 

Based on the program of the Massachusetts 
Department of Health, which is outlined in 
some detail. 


The Journal of the American Medical Asso- 

ciation. Vol. 108, No. 10, March 6, 1937. 
The following articles will be of intgrest to 
public health nurses: 
CLINICAL PROBLEMS IN SYPHILIS CONTROL 
Topay, John H. Stokes, M.D., p. 780; 
Tue SeEROpDIAGNOSIS OF H. H. 
Hazen, M.D., p. 785; Mopern 
MANAGEMENT OF GONORRHEA, P. S. Pelouze, 
M.D., p. 788; THE VENEREAL D1sEAsE Con- 
TROL PROGRAM IN Kansas, Earle G. Brown, 
M.D., p. 790; THe New York State Pro- 
GRAM FOR SypHILis Contror, Edward S. 
Godfrey, M.D., p. 793; A Typtcat City 
PROGRAM FOR COMBATING SYPHILIS AND 
GonorrHEA, Charles Walter Clarke, M.D., 
p. 795. 


® There has been an increase of 42 per- 
cent in the number of nursery schools in 
the United States since 1932, according 
to Mary Dabney Davis, nursery-kinder- 
garten-primary education specialist in 


the U. S. Office of Education. Forty 
land-grant colleges and state and _ pri- 
vately-supported universities and col- 
leges, 13 liberal arts colleges for women, 
18 teachers colleges and 6 institutions at 
the junior college level are now sponsor- 
ing nursery schools. 


® The Alaska schools aim to fill all kinds 
of important needs in native life, accord- 
ing to a report of Mrs. Catherine M. 
Cook, Chief of the Office of Education’s 
Special Problems Division. Typical 
schools there are day schools, located in 
the heart of the native village. A school 
building proper, a teacher’s cottage or 
quarters in the school building, a home 
for the physician or nurse, depending on 
the size of the community, and in strate- 
gic centers a small hospital. Every 
school is a medical center. If no physi- 
cian or nurse is in residence, the teacher 
gives first aid and acts as health adviser 
insofar as possible. Improved home- 
making and homekeeping as well as child 
care are among the objectives of the 
village schools. The effort is made to 
base the school work on the practical 
needs of life under the conditions exist- 
ing in Alaska. 


© The six American cities which were 
winners in the 5th National Traffic 
Safety Contest conducted by the Na- 
tional Safety Council in 1936 are: New 
York, N. Y., Kansas City, Mo., Omaha, 
Nebr., Jackson, Mich., West New York, 
N. J., and Wilmette, Ill. These cities 


represent five different brackets in popu- 
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lation groups. The prizes were awarded 
for proportionate reduction of traffic 
fatalities, accidents, and injuries. New 
York City was awarded the grand prize 
for the city, regardless of population, 
which “came nearest to doing for traffic 
safety the maximum that practically 
could be done in that city.” 


® The Milbank Memorial Fund has an- 
nounced the appointment of Dr. Frank 
G. Boudreau as Executive Director to 
fill the post left vacant by the death of 
Mr. Edgar Sydenstricker. Dr. Boudreau 
is a graduate in medicine of McGill 
University. He served on the staff of 
the Ohio State Health Department from 
1911 to 1925 except for an absence of 
two years abroad during the War. Since 
1925 he has been identified with the 
Health Organization of the League of 
Nations, having been its Acting Director 
for some years. He has made repeated 
visits to this country in behalf of the 
League and is well known in public 
health circles here and abroad. 


® The Office of Education of the United 
States Department of the Interior has 
announced the establishment of an Edu- 
cational Radio Script Exchange to fur- 
nish local groups with radio scripts espe- 
cially appropriate for educational broad- 
casting. 


® The American Society for the Control 
of Cancer has voted to organize a Cancer 
Council of seven members to fill the 
need of a smail centralized body of rep- 
resentative workers in cancer to act as 
a clearing house for information on vari- 
ous aspects of the subject, and to repre- 
sent the major organizations in the 
United States for the purpose of inte- 
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gration and coordination of different 
activities. The personnel is to be chosen 
by four codperating organizations, of 
which the Society is one. 


* Supervision in public health nursing 
was dissected, analyzed, and thoroughly 
discussed at the Midwest Conference on 
Supervision sponsored by the National 
Organization for Public Health Nursing 
and Western Reserve University and 
held at Wade Park Manor, Cleveland, 
Ohio, April 2 and 3. Over 150 state and 
local supervising nurses from private 
and professional agencies came from 
Ohio, Michigan, Indiana, Illinois, West 
Virginia, Missouri and Pennsylvania to 
discuss their problems in general and in 
group discussion. 


® The Annual Meeting of the Vermont 
State Nurses Association, Inc., will be 
held June 9 and 10 at the Fleming Mu- 
seum in Burlington. Ida Butler, Na- 
tional Red Cross Chairman, is the guest 
speaker at a banquet to be held the first 
evening. 

The Public Health Nursing Section 
will hold an institute at which Dr. A. 
L. Larner, will speak on “Conserving the 
Sight of Adults,” and Mrs. Francia 
Baird Crocker on “Conserving the Sight 
of Children.” A round table discussion 
on four special topics relating to the 
above will follow. 

\ business meeting in the afternoon 
will be followed by a talk by Dr. C. H. 
Beecher on “Recent Discoveries in the 
Use of Serums, Drugs and Vaccines.” 


*On July Ist, Mary Ella Chayer, now 
Instructor of Public Health Nursing, 
Will assume her new post as Assistant 
Professor of Nursing Education, Teach- 
ers College, Columbia University, New 
York, N. 


*Word has been received from the 
\merican Red Cross announcing with 
regret the resignation of Mrs. ELSBETH 
H. VauGHAN who for several years has 
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been Director of Nursing for the Mid- 
western Division of that organization. 

Mrs. Vaughan entered the Red Cross 
Nursing Service in 1917 as a member of 
the staff at National Headquarters. She 
has since served as Assistant Director of 
the Red Cross Nursing Service in 
Europe, and later as Director of Nursing 
in the Central Division of the American 
Red Cross in Chicago until the develop- 
ment of the Midwestern Division. In 
1935 Mrs. Vaughan was awarded the 
Florence Nightingale medal of the Inter- 
national Committee of the Red Cross at 
Geneva, Switzerland. 

We all share the regrets of the Red 
Cross and trust that, although Mrs. 
Vaughan is resigning to devote her full 
time to her personal responsibilities, she 
will still find time to continue her fine 
contributions to public health nursing 
through committee activities and writ- 
ing. She has been a frequent and valued 
contributor to PuBLic HEALTH NURSING 
and we do not want to lose her. 

It is with a great deal of pleasure 
we learn that Lona L. Trott has been 
appointed to fill the position of Director 
of the Nursing Service for the Midwest- 
ern Area, American Red Cross, left 
vacant by Mrs. Vaughan’s resignation. 
Many of us have known Miss Trott for 
some years as Mrs. Vaughan’s assistant 
and therefore we can welcome her as an 
old friend in a new position. 

Before her appointment as Assistant 
Director of the Midwestern Area in 
1929, Miss Trott served first as a county 
nurse and later as Red Cross Field 
Nursing Supervisor for Lowa. 

Another old friend we welcome to 
a new position in Red Cross is GLADYCE 
L. BapGcer who has recently been ap- 
pointed Director of Nursing for the 
Pacific Area in the position left va- 
cant by Rena _ Haig’s appointment 
to the California State Department of 
Health. 

Miss Badger has served as Nursing 
Field Representative for the Red Cross 
both in the Eastern and Pacific Area, 
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and has recently supervised nursing in 
the Ohio and Mississippi Valley flood. 


® Announcement has been made of the 
resignation of Major JuLiaA C. STIMSON 
who is well known in the nursing world 
as Superintendent of the Army Nurse 
Corps. Major Stimson whose resigna- 
tion became effective May 30, has been 
in military service since 1917. She 
served overseas during the World War 
and became Superintendent of the Army 
Nurse Corps and Dean of the Army 
School of Nursing in 1919, holding the 
latter position until the discontinuation 
of the school in 1930. Miss Stimson 
was the first woman to receive the rank 
of Major in the Army Nurse Corps. 

Mrs. JuLIA O. FLIKKE who succeeds 
Major Stimson, also with the rank of 
Major, has been in military service since 
1918, attaining the rank of Captain in 
1927. Major Flikke is a native of Wis- 
consin and a graduate of Augustana 
Hospital, Chicago, Illinois. 


J.V.S. ASSISTED PLACEMENTS 
(For J.V.S. Appointments see page 391) 

Leora Stroup, Instructor in Project for Prac- 
tical Nurses, Wayne University, Detroit, 
Mich. 

Edith Erickson, Hourly Nurse, Nursing Bureau 
of Manhattan and Bronx, New York, N. Y. 

Marian Purbrick, Community Nurse, 
Branch, American Red Cross, York County. 
Saco, Maine. 

Kathryn Falvey, Staff Nurse, Metropolitan 
Life Insurance Company, Glens Falls, N. Y. 

Marian Maxwell, Community Nurse, Amer- 
ican Red Cross Nursing Service, Cold Spring 
Harbor, N. Y. 

Elsa Pearson, County Nurse, State Department 
of Health, Albany, N. Y. 

Cora Bouton, Nurse in Charge Out-Patient 
Department, Muhlenberg Hospital, Plain- 
field, N. J. 

Marion Murphy, Staff Supervisor, Cattaraugus 
County Department of Health, Olean, N. Y. 

Jeanie L. Adkerson, Supervising Nurse, Amer- 
ican Red Cross Visiting Nurse Service, 
Hazelton, Pa. 

Emma Kuehlthau, Supervisor-Assistant Direc- 
tor, Bureau of Public Health Nursing, City 
Department of Health, Montclair, N. J. 

Martha Fichter, Assistant in Social Hygiene 
Program, N. Y. Tuberculosis and Health 
Association, New York, N. Y. 


Saco 
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NEW APPOINTMENTS 


Lula B. McLain, Supervisor, Flood Rehabilita- 
tion, City Department of Public Health, 
Louisville, Ky. 

Mrs. Dorothy M. Albright, Educational Direc 
tor, Instructive Visiting Nurse Association, 
Richmond, Va. 

Mrs. Gertrude R. Prichett, District Supervising 
Nurse, State Department of Health, Albany, 

Virginia’ Arnold, Nurse-Assistant (Student 
Basis), Department of Dermatology and 
Syphilology, University of Pennsylvania, 
Philadelphia, Pa. 

Marie Henriksen, Director of Nursing, Pueblo 
Nursing and Public Health Association, 
Pueblo, Colo. 

Mrs. Sarah E. Almeida, Tuberculosis Nurse, 
Berkshire, Hampden and Franklin Counties. 
State Department of Health, Boston, Mass 

Mary Loughlin, Supervising Nurse, Visiting 
Nurse Association, Colorado Springs, Colo. 

Mildred Gonyea, Supervisor, Visiting Nurse 
Association of Somerset Hil's, Bernardsville, 

Jeanette Shafer, Supervisor of Students, Visit 
ing Nurse Association, Saginaw, Mich. 

Mary A. Smith, Medical Social Worker, Home 
Relief Bureau, New York, N. Y. 

Mary Staats, Staff Nurse, Community Health 
Association, Boston, Mass. 

Lydia Kaupanger, Public Health Nurse, Junior 
Service League, Manitowoc, Wis., 

Marion Wilcox, School Nurse, Public Schools, 
Corning, N. Y. 


Mary Driscoll, Staff Nurse, Visiting Nurse As. 


sociation of Hartford, Harttord, Conn. 

Alice M. Donahue, Ruby P. Carson, Rosalie 
May Hess, Ellen Ianziti, Sylvia Jackson, 
Rose V. Knapik, Esther Leitner, Frances 
Rubin, Lena T. Schwartz, Madelyn White, 
Helen Scheiding, Staff Nurses, City Depart 
ment of Health, New York, N. Y. 

Ethel Gunderson, County Nurse, 
County, Oreg. 

Theresa de Jong, Rural Nurse, Children’s Fund 
of Michigan, Detroit, Mich. 

E. Elizabeth Hill, Fulton-Montgomery Health 
Unit, Amsterdam, N. Y. 

Jean McKinley, Studem-Staff Nurse, Fast 
Harlem Nursing and Health Service, New 
York, N. Y. 

Margaret Marker, Staff Nurse, Cattaraugus 
County Department of Health, Olean, N. Y 

Mrs. Anne M. Timmons, Public Health Nurse, 
Warren County Department of Hea!th, 
Glens Falls, N. Y. 

Stasia Slota, Follow-Up Worker, Syphilis and 
Gonorrhea Clinics, Memorial Hospital. 


Lincoln 


Worcester, Mass. 
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